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CHAPTER  I 
PROJECT  DESIGN 


CHAPTER  I 


PROJECT  DESIGN 


Overview 

The  Dallas  project,  EPSDT  in  an  Urban  Setting,  was  funded  by  the 
Department  Health,  Education,  and  Welfare  (DHEW),  Office  of  Planning, 
Research  and  Evaluation,  Social  and  Rehabilitation  Services  (OPRE/SRS) 
under  section  1115  of  the  Social  Security  Act  in  July  1975.    This  project 
was  one  of  three  original  urban  projects  in  EPSDT  developed  with  a  common 
data  base  and  interpolated  research  by  the  Health  Services  Research  In- 
stitute (HSRI)  of  The  University  of  Texas  Health  Sciences  Center  at  San 
Antonio,  Texas.*    These  three  projects,  New  York,  New  York;  Miami,  Florida; 
and  Dallas,  Texas  became  independent  of  each  other  as  a  result  of  changes 
in  research  directives  shortly  after  funding.    The  Dallas  project  was  the 
only  one  of  the  three  which  retained  the  HSRI  data  base  and  evaluation 
design . 

Background 

Public  assistance  in  the  form  of  Aid  to  Families  with  Dependent 
Children  (AFDC)  provides  cash  payments,  food  stamps,  and  free  Medicaid 
health  care  services.    Medicaid  benefits  cover  a  broad  array  of  medical, 
dental,  pharmacy  and  other  health  related  services  including  those  of  the 
Early  and  Periodic  Screening,  Diagnosis  and  Treatment  Program  (EPSDT). 
Every  family  certified  for  AFDC  payments  in  Texas  is  routinely  provided 
with  printed  information  in  English  and  Spanish  about  the  benefits  of 
EPSDT.    There  is  no  mandatory  requirement  of  AFDC  recipients  to  use  EPSDT. 
Participation  in  the  program  is  by  the  recipient's  voluntary  choice. 

Shortly  after  AFDC  certification,  the  family  is  contacted  by  an  EPSDT 
worker  to  encourage  acceptance  of  an  EPSDT  medical  screening  appointment 
for  family  members  under  21  who  receive  AFDC  benefits.    In  the  majority 
of  instances  this  "outreach"  contact  is  by  letter  or  telephone.  Families 
frequently  accept  the  appointment  offer  but  fail    to  attend  the  screening 
clinic.    An  eligible  child  "enters"  the  EPSDT  service  delivery  system  at 
the  point  of  medical  screening.    Conversely,  an  eligible  child  who  has 
not  recieved  an  EPSDT  medical  screening  is  considered  a  program  "non- 
participant." 

The  results  of  the  medical  screen  determine  whether  the  recipient 
child  will  remain  "in"  the  program.    If  no  identifiable  medical  abnormali- 
ties are  indicated,  EPSDT  services  are  closed  until  further  screening  has 
been  completed.    If  the  results  of  the  medical  screening  indicate  suspected 
abnormality,  the  child  remains  in  the  program  through  completion  of  diagnosis 


*    The  Health  Services  Research  Institute  (HSRI)  was  established  to  serv^ 
as  a  regional  (Region  VI)  research  institute  of  DHEW/SRS.  Subsequently, 
its  role  as  a  regional  research  institute  was  terminated  and  activities 
were  refocused  to  assist  the  central  office  of  DHEW/SRS  to  evaluate  EPSDT 
projects  in  a  national  perspective. 
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and/or  treatment.    In  the  Texas  program,  an  AFDC  recipient  family  may  re- 
quest and  recieve  EPSDT  screening  appointments  yearly  and  thus  renew  the 
cycle  of  EPSDT  services.    However,  staff  who  deliver  EPSDT  services  are 
only  required  to  solicit  a  recipient's  participation  in  the  program  on  a 
"periodic"  basis  determined  by  the  recipient's  age.    Those  between  0  and 
6  years,  annually,  and  those  6  to  21  years  every  three  years. 

Dental  services  are  also  provided  through  EPSDT.    In  Texas,  the 
dental  program  for  AFDC  children,  age  0-21,  is  separated  from  the  EPSDT 
medical  program.    An  initial  appointment  with  a  state  certified  dental 
provider  of  the  recipient's  choice  is  scheduled  by  an  EPSDT  service 
worker  upon  request.    Authorization  by  the  state  Title  XIX  dental  pro- 
gram allows  the  dentist  to  provide  up  to  $30  in  dental  services  during 
this  first  visit.    Approval  for  additional  dental  services  must  be  re- 
quested by  the  individual  provider.    The  provider  submits  a  dental  treat- 
ment plan  to  the  Title  XIX  state  program  based  on  the  recipient's  treat- 
ment needs.    If  authorized,  either  the  dentist  or  EPSDT  worker  may  schedule 
appointments . 

Statewide  programmatic  goals  for  the  number  of  eligibles  to  be  medi- 
cally screened  are  determined  annually  by  the  Texas  Department  of  Human 
Resources.    These  goals  are  based  on  state  appropriations,  federal  financial 
participation,  and  recipient  population.    They  have  ranged  from  annual 
medical  screening  of  one-third  of  the  state's  EPSDT  eligibles  to  one-half 
of  those  age  0-6,  and  one-third  of  those  age  6  through  20  years.  The 
state's  plan  for  EPSDT  "periodicity"  and  annual  program  goals  for  EPSDT 
frequently  are  confused.    "Periodicity"  relates  to  those  who  must  be  out- 
reached  and  appointed  for  medical  screening  based  on  their  age,  i.e., 
annually  for  those  up  to  the  age  of  6  years,  and  every  third  year  there- 
after up  to  the  age  of  21  years.    A  further  description  of  the  Texas  EPSDT 
program  prepared  by  the  Texas  Department  of  Human  Resources,  Medical 
Services  Division,  can  be  found  in  appendix  1,  exhibit  1.    The  Dallas  re- 
gional EPSDT  program,  staffing  pattern,  and  procedures  are  exhibits  I-A, 
I-B,  I-C,  I-D. 

Design  of  the  Research  and  Demonstration 

The  federally  funded  EPSDT  in  an  Urban  Setting, --Dallas,  Texas  Project 
was  designed  to  address  problems  of  low  recipient  participation  and  high 
costs  of  EPSDT  services.    Innovative  variations  in  outreach  and  fol tow-up 
services  together  with  a  unique  mix  of  service  delivery  staff  were  conduct- 
ed over  a  three  year  period:    July  1975  through  June  1978.    All  activities 
were  administered  by  the  Department  of  Human  Resources,  the  state  delegated 
Title  XIX  agency.    Research  variables  were  keyed  to  the  EPSDT  demonstration 
model  developed  by  HSRI.    Project  data  statistically  were  evaluated  by  HSRI 
under  contract  to  TDHR.* 


Evaluation  Handbook;  EPSDT--Demonstrat ion  Model,  Health  Services  Re- 
search  Institute,  The  University  of  Texas  Health  Science  Center  at 
San  Antonio;  May  1,  1975. 
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Target  Area 


Seven  zip  codes  within  the  City  of  Dallas  were  designated  as  the  geo- 
graphic location  for  placement  of  EPSDT  research  and  demonstration  activi- 
ties.   These  zip  codes  were  selected  for  their  homogenity  in  race,  hous- 
ing, stock  and  socioeconomic  character,  giving  some  assurance  that  experi- 
mental and  control  populations  would  be  matched  in  these  important  cate- 
gories, and  uncontrolled  population  variables  thereby  would  be  limited. 
Five  of  these  zip  codes,  75203,  08,  15,  16,  and  24  were  used  for  experi- 
mental variables;  and  two,  75210,  and  23  were  used  for  control  purposes. 
The  experimental  area  was  subdivided  into  three  demonstration  sectors: 
sector  A  comprising  EPSDT  eligibles  in  zip  codes  03,  08,  16,  and  24  with 
last  names  beginning  with  A  through  J;  sector  B  comprising  EPSDT  eligibles 
in  zip  codes  03,  08,  16,  and  24  with  last  names  beginning  with  K  through 
Z;  and  sector  C,  EPSDT  eligibles  in  zip  code  15.    The  control  area,  zip 
codes  10  and  23,  was  designated  as  sector  D.    This  geographic  distribu- 
tion is  presented  in  figure  1. 

Demonstration  Population 

Experimental  treatments  in  EPSDT  were  tested  using  a  40  percent 
sample  of  the  total  eligible  population  in  each  research  sector,  A,  B,  or 
C.    Control  data  from  sector  D  was  collected  using  a  similar  sample  of 
40  percent  of  the  eligible  recipients.    These  samples  were  selected  by  the 
last  digit  of  a  recipient  family's  Medicaid  code.    Those  eligibles  families 
who  were  assigned  a  Medicaid  number  ending  in  03,  05,  07,  or  09  automatically 
were  assigned  to  the  research  or  control  population  sample,  dependent  upon 
the  sector  in  which  they  resided.    This  method  of  selection  eliminated  the 
problem  of  isolating  individual  children  within  a  family.  Experimental 
or  nonexperimental  groupings  were  facilitated  as  Medicaid  codes  in  Texas 
are  assigned  to  a  family  unit  as  opposed  to  individuals.  Identification 
of  members  within  an  AFDC  family  unit  is  maintained  through  an  additional 
coding  system.    Those  recipient  families  who  were  not  assigned  to  the  re- 
search and  control  sample  populations  continued  to  receive  EPSDT  services 
through  the  regional  EPSDT  program. 

Methodology 

Several  methods  were  tested  over  the  project's  three  year  term  to 
impact  recipient  participation  in  EPSDT.    In  each  of  these  variations 
staff  were  required  to  conduct  outreach  and  follow-up  services  through 
face-to-face,  in-the-home  contact  of  recipients.    These  alternative 
approaches  to  EPSDT  service  delivery  are  described  more  fully  in 
following  chapters. 

Casefinding  methods  included: 

o    Use  of  outreach  staff  with  varying  levels  of  skill 
and  experience 

o    Series  of  outreach  contacts  consisting  of: 

1)  Letters  requesting  an  appointment  for  an  outreach 


.  4 


Sectors         Variables  * 

A 

COMPASS 

MIC 
YAC 

B 

COMPASS 
MIC 
YAC 
NP 

C 

FIXED  SITE 

ENS 
IHOS 

MIC 
NP 

D 

CONTROL 

Mil 

Regional 
Program 

NP 

"COMPASS 

Comprehensive  Patient 
Assistance 

MIC 

Maximum  Interagency 
Coord  ina  t  ion 


YAC 

Young  Adult  Clinic 

FIXED  SITE  SCREENING 
NP 


ENS 

Extra  Neighborhood 
Screening 

IHOS 

In-Home  Screening 


Nonparticip  iion  Survey 

FIGURE   I:     GEOGRAPHIC  DISTRIBUTION  OF  EPSDT  DEMONSTRATION  VARIABLES 

DALLAS,  TEXAS 
9-75     thru  6-78 
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contact  in  the  recipient's  home  (up  to  three) 

,2)  Follow-up  telephone  calls  to  nonrespondents  of 
letters 

3)  In-home  contacts  of  those  not  responding  to  the 
first  two  contact  efforts  (Compass  variable) 

4)  Specialized  clinics  for  EPSDT  etigibles,  ages  14 
to  21  (YAC) 

5)  Extra  neighborhood  clinics  (accessibility)  in 
addition  to  the  fixed-site  clinic 

6)  Screening  in-the-home  of  those  nonresponsi ve  to 
any  of  the  preceeding  methods. 

Case  monitoring  methods  included: 

o    Introduction  of  a  structured  system  for  tracing  of 
Medicaid  treatment  through  completion  or  resolution 
of  problem 

o    Follow-up  of  incomplete  immunizations  of  ages  0  to  6. 

Medical  Screening 

EPSDT  eligible  children  residing  in  the  research  sample  population, 
demonstration  sectors  A  and  B  and  control  sector  D,  received  medical 
screening  and  referral  at  a  City  of  Dallas,  Title  XIX  screening  location 
throughout  the  project's  term.    The  eligible  research  sample  population 
residing  in  sector  C  also  were  appointed  to  one  of  the  city  clinics  be- 
tween February  and  December  1976  but  were  given  a  choice  of  clinic  site 
(regular  fixed-site  clinic  or  extra  neighborhood  clinic)  to  attend  be- 
tween January  1977  and  March  1978. 

The  local  screening  clinic  sites  in  the  target  area  are  listed  in 
table  A. 

TABLE  A 

City  of  Dallas 

Title  XIX  (EPSDT)  Screenina  Clinics 

For  Eligibles  in  Zip  Codes 
75203,  08,  10,  15,  16,  23,  and  24 


NAME 

LOCATION 

ZIP  CODE 

Martin  Luther  King  Clinic  2922  Forest  Avenue  75215 

continued 


SCREENING  CLINICS  continued 


NAME 

LOCATION 

ZIP  CODE 

Swiss  Avenue  Clinic 

2905  Swiss  Avenue 

75204 

Harris  Clinic 

210  Harris  Oak  Cliff 
Shopping  Center 

75216 

Southeast  Dallas 
Health  Center 

4500  Spring  Avenue 

75210 

Lyons  Club  Clinic 

712  E.  13th  Street 

75203 

In  addition  to  the  above  clinic  sites,  between  six  and  eight  special 
clinics  were  held  per  month,  at  sites  chosen  by  DHR  units  working  in  a 
particular  area. 


Medical  screening  procedures  included  the  following: 


1.  Child  and  family  health  history  taken 

2.  Immunization  status  determined  and  shots 
given  as  needed 

3.  A  tuberculosis  test  of  all  screenees  over  age  6 

able  to  make  a  return  visit  for  a  "reading"  of  the  test 

4.  Temperature 

5.  Height  and  weight 

6.  Blood  pressure 

7.  Developmental  examination 

8.  Physical  assessment 

9.  Vision 

10.  Hearing 

11.  Urine  tests 


a.  Sugar  (diabetes  test) 

b.  Albumin  (kidney  function) 

c.  Bilirubin  (liver  function) 

d.  Blood 


12.    Blood  tests 


a.  Hemoglobin  (anemia  test) 

b.  Hemoglobinopathies  (sickle  cell  test) 

c.  RPR  (VD  test) 

d.  Lead  performed  for  children  under  five  years  of  age 

e.  PKU  performed  for  children  under  one  year  of  age  (retardation) 
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Casef inding/Casemoni toring  Staff 


A  differentiated  use  of  staff  in  casefinding  and  casemonitbring  was 
employed  during  the  three  years  of  project  activities.    Case  aides  in- 
digenous to  the  defined  target  area  were  chosen  for  their  knowledge  and 
ability  to  relate  to  the  community.    The  remaining  positions  included  a 
registered  nurse,  and  three  different  classifications  of  welfare  service 
delivery  staff.    The  following  outlines  briefly  describe  functions  in  the 
outreach  and  follow-up  staff  positions. 


Staffing 


Pos  ition : 


CSA  III,  PWW  I 


Assignment : 


Casefinding  and  casemoni toring  for  sectors  A  &  B 
Comprehensive  Patient  Assistance 


Caseload : 


800-900  eligibles/worker 


Services  to  Be  Delivered  to  Clients: 


1.  Inform  clients  of  and  appoint  clients  to  Title 
XIX  medical  screening  clinics 

2.  Inform  clients  of  and  initiate  authorization 
through  State  Office  for  dental  services 

3.  Inform  clients  of  availability  of  family  plann- 
ing services 

4.  Monitor  medical  diagnosis  and  treatment 

5.  Monitor  screening  team  requests  for  repeat  tests 

6.  Monitor  follow-up  on  incomplete  immunizations 

7.  Monitor  reception  of  Dental  services 


a.  Caseload  planning 

b.  Contact  clients—mail  for  appointment  arranging, 
make  home  visits 

c.  Arrange  appointments  and  assist  clients  in  keep- 
ing appointments  for  medical  screen 

d.  Clinic  participation-must  attend  clinic,  must 
fulfill  rotating  assignment  to  drive  transportation 
vehicle,  initiate  follow-up  appointments 

e.  Revisit  after  screen 

f.  Dental  — assi st  clients  through  initiation  of  need- 
ed services 

g.  Maintain  records 

h.  Make  diagnosis  or  treatment  appointments  or. assist 
clients  in  doing  so  by  phone,  letter  and  home  visits, 
assist  with  transportation  through  completion  of  care 


Tasks  Involved: 


8 


Staffing 

Position:  WST  II 


Assignment:  Casemonitoring 

Caseload:  1,400  families 

assistance  for 


in  sector  C  for  neighborhood  clinics 

but  only  portion  require  monitoring 
specific  need 


Services  to  Be  Delivered  to  Clients: 


1.  Monitor  medical  diagnosis/treatment 

2.  Monitor  repeat  tests 

3.  Monitor  immunization  completions 

4.  Monitor  dental  services 

Tasks  Involved: 


a.  Clinic  participation--  initiate  referral  assistance 
attend  all  clinics 

b.  Dental--  assist  in  finding  dentist,  making  appoint- 
ment, getting  transportation,  through  initiation 

of  care 

c.  Maintain  records 

d.  Diagnosis  and  treatment  appointments--  and  assist 
clients  in  doing  so  by  phone,  letter  and  home 
visits,--  assist  with  transportation  through  com- 
plettion  of  care 


Staffing 


Position:  CSA  n 

Assignment:  Casefinding  in  sector  C  for  neighborhood  clinics 

Caseload:  About  800-900  el igibles/worker 

Services  to  Be  Delivered  to  Clients: 

1.  Inform  clients  of  and  appoint  clients  to  Title  XIX 
medical  screening  clinics 

2.  Inform  clients  of  and  initiate  authorization 
through  state  office  for  dental  services 

3.  Inform  clients  of  availability  of  family  plann- 
ing services 

Tasks  Involved: 

a.  Caseload  planning  -  receive  lists  of  eligibles, 
confirm  eligibility,  initiate  paper  work 

b.  Contact  cl ients--arrange  for  home  visit  through 
mail,  make  home  visits 

c;    Arrange  appointments  and  assist  clients  keep 
medical  screening  appointemnts  -  arrange  for 
transportation,  send  reminder  letters  to  clients, 
may  substitute  a  transportation  driver 

d.  Clinic  participation—may  be  present  and  offer 
assistance  at  clinic 

e.  After  screening--revi sit  and  reschedule  missed 
appointments,  send  medical  screening  results  to 
client  if  no  follow-up  is  necessary 

f.  Dental  —  initiate  paper  work  tor  dental  service 
requests 

g.  Records—maintain 
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The  complete  case  work  staffing  pattern  is  illustrated  in  table  B. 
Additional  information  can  be  found  in  appendix  1,  exhibit  1. 

TABLE  B 

EPSDT  Project  Casework 

Staffing  Pattern 


Sector  A 


Sector  B 


Sector  C 


Case  Case 
Finding  Monitoring 


Case 
Finding 


Case 
Monitoring 


Case  Case 
Finding  Monitoring 


(1) 
PWW  I 


(1) 
PWW  Til 


(1) 
PWW  I 


(1) 

CSA  III 


(3) 
CSA  lis 


(1) 
Nurse  II 


~~TTT 

CSA  lis 


TO— 

WST  II 


The  major  tests  accomplished  by  the  project  to  determine  costs  and 
effectiveness  of  differing  levels  of  staff  performing  outreach  and  follow- 
up  through  similar  or  differing  techniques  were: 

A)  Comparison  of  CSA  lis  and  PWW  Is  using  the  same  technique  of 
face-to-face,  in-the-home  contact,    (sector  C  vs.  sectors  A  & 
B) 

B)  Comparison  of  PWW  Is  performing  only  outreach  through  in-the- 
home,  face-to-face  contact  and  PWW  Is  performing  both  out- 
reach and  follow-up  using  a  combination  of  letters  and  tele- 
phone contacts  (sectors  A/B  vs.  sector  D) 

C)  Comparison  of  PWW  Is  and  CSA  Ills  performing  combined  out- 
reach and  follow-up  (sector  A  vs.  sector  B). 
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D)  Comparison  of  PWW  Is  and  CSA  Ills  performing  outreach  only 
and  outreach  combined  with  follow-up  (sector  A/B  vs.  sectors 
A/B  in  two  time  periods). 

E)  Comparison  of  two  different  casefinding,  casemonitoring 
techniques  with  combined  casef inding/casemonitoring  (sector 
A  vs.  sector  B) 

The  following  tables  C  and  D  geographically  describe  the  distribution 
of  EPSDT  eligible  recipients  and  service  breakdown  by  sector. 

TABLE  C 

DISTRIBUTION  OF  ELIGIBLE  RECIPIENTS 


Sector 

Zip 
Codes 

40% 
Samples 

60% 
Regional 

Total 

A 

(A  -  J) 

03,08 
16,24 

1,378 

2,205 

3,583 

B 

(K  -  Z) 

03,08 
16,24 

1,280 

2,048 

3,328 

C 

15 

1,417 

2,267 

3,684 

D 

(Control ) 

10,23 

1,187 

3,086 

3,086 

4,075 

9,606 

13,681 

Approximately  30  percent  of  the  eligible  population  in  AFDC/EPSDT 
is  "turned  over"  annually.    An  adjusted  annuallized  total  of  eligible 
recipients  in  the  target  area  based  on  a  computerized  count,  December 
31,  1976,  was  17,  785;  5,297,  in  the  designated  40  percent  research 
sample  and  12,488  in  the  regional  program  population.    The  ethnicity  of 
the  total  populations  (sample  and  region)  was  95  percent  black;  3  per- 
cent Spanish  surname  and  2  percent  anqlo. 
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TABLE  D 
Service  Breakdown  By  Sector 


Sector  A 


Sector  B 


Sector  C 


Sector  D 


Screening  A.  Harris  Center,  A.  Harris  Center, 
Clinics       Oak  Cliff 


Lion's  Club 


Oak  Cliff 
Lion's  Club 


MLK  Center 

Spring  Ave 
Clinic 


MLK  Center 

Spring  Ave 
Clinic 


Neighborhood 
Clinics 

1-77  thru 

3-78 


In-Home 
screening 

3-78  thru 

6-78 


Methods 


In-Home, 
Face-To-Face 
Outreach/ 
Fol low-up 

Young  Adult 
Clinics 


COMPASS* 


Nonparticipa- 
tion  Survey 


In- Home, 
Face-To-Face 
Outreach/ 
Fol low-up 

Young  Adult 
Clinics 


COMPASS 


Nonparticipa- 
tion  Survey 


In-Home, 
Face-To-Face 
Outreach/ 
Fol low-up 

Access ibi 1 ity 

a.  Fixed-Site 
cl inic 

b.  Neighbor- 
hood Clinics 

c.  In-Home 
Screening 

Nonparticipa- 
tion  Survey 


Regional 
EPSDT 

Procedures 


Nonparticipa- 
tion  Survey 


MIC** 


MIC 


MIC 


*  COMPASS  =  Comprehensive  patient  assistance  (chapter  4) 
**  MIC  =  Maximized  Interagency  Cooperation  (chapter  6) 
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Control 


Two  staff  members  of  the  Dallas  regional  EPSDT  Program  collected 
"control"  data  from  a  40  percent  sample  of  EPSDT  recipients  living  in 
sector  D,  zip  code  75210  and  75223.   Although  sector  D  was  the  designated 
research  control  area,  additional  comparison  data  was  available  from  the 
regional  program  serving  60  percent  of  those  eligibles  residing  in  sector 
A,  B,  and  C  who  were  not  designated  as  part  of  the  project's  sample 
population.    This  latter  data  was  not  used  by  HSRI  in  the  statistical 
evaluation  of  project  variables  as  no  formal  method  had  been  established 
for  its  collection. 

Two  regional  units  served  control    sector  D  (units  13  and  50). 
Sample  cases  were  assigned  to  one  worker  in  each  unit  who  was  responsible 
for  both  outreach  and  follow-up  of  EPSDT  recipients.    Case  assignments 
were  made  as  follows: 

Unit  13  1  PWW  -        Cases  A--L  Medicaid 

last  digits  03-05-07-09 

Unit  50  1  PWW  -         Cases  M--Z  Medicaid 

last  digits  03-05-07-09 

The  DHR  estimates  approximately  3.5  eligibles  per  recipient  family. 
Each  worker  is  assigned  an  average  of  200  recipient  families  in  an  EPSDT 
caseload.    A  further  description  is  included  in  appendix  1,  exhibit  1 
(previously  cited) . 

Cost  Accounting 

Weekly  and  monthly  summaries  of  all  direct  and  indirect  project 
costs  were  prepared  by  an  experienced  financial  analyst.    These  ex- 
penditures were  isolated  according  to  project  activities,  i.e.,  case- 
finding,  casemonitoring,  training  and  managerial/administrative  func- 
tions, medical  screening,  and  health  education.    Salary  and  fringe  costs 
were  calculated  on  the  basis  of  average  salary,  fringes,  and  reported 
hours  per  activity  of  each  staff  member.    Direct  costs,  i.e.,  training, 
travel,  and  indirect  costs,  i.e.,  rent,  security,  phone,  etc.,  were  based 
on  the  relative  number  of  DHR  staff  located  in  the  same  office  as  the 
project.    Reported  activity  hours  were  then  added  to  appropriate  project 
activities.    A  description  of  this  system  can  be  found  in  appendix  1, 
exhibits  2  through  1 1. 

Data  Collection 

Four  forms  were  used  to  gather  necessary  data  from  project  demon- 
strations.   These  are:  the    Family  Contact  Form;  Project  Data  Screening 
Sheet;  the  Immunization  Annex  and  the  EPSDT  Referral/Case  Monitoring 
Form.    The  HSRI  On-Site  Coordinator  transmitted  all  project  data  to  HSRI 
on  a  weekly  basis.    Copies  of  these  forms  can  be  found  in  appendix  1, 


14 


exhibit  12.    A  detailed  explanation  of  the  project    data  system  can  be 
found  in  HSRI  evaluation  reports,  Phase     I,  II,  III  and  IV. 

GENERAL  RESULTS 

Population  Characteristics 

Overall  results  of  project  activities  produced  pertinent  findings 
regarding  EPSDT.    They  are  based  on  a  completion  of  data  gathered  from 
all  sectors  during  the  project's  three  years  as  opposed  to  specific 
demonstration  variables.    A  detailed  report  of  these  findings  can  be 
found  in  the  Final  Evaluation  Report  -  Phase  4,  February,  1976  -  June, 
1978,  prepared  by  the  Health  Services  Research  Institute  of  The  Univer- 
sity of  Texas  Health  Science  Center  at  San  Antonio,  Texas,  September  15, 
1978. 

Characteristics  found  in  the  Sample  EPSDT  population  included: 

o    Ethnicity:    94%  Black 

4.2%  Spanish  Surname 
1.851  Anglo 

o    Sex:  52%  Female 

48%  Male 

o    Age:  42.5%  Pre-school  age 

57.5%  School  age 

o    Residency:    40%  Less  than  one  year  at  the  same  location 

o    EPSDT  eligibility:    33%  Less  than  1  year 

Health  Status 

Approximately  46  percent  of  those  screened  had  one  or  more  acute 
care  visits  to  a  private  physician,  outpatient  clinic,  or  emergency 
room  during  the  twelve  months  prior  to  screening.    Eight  percent  were 
hospitalized  during  this  same  period.    Over  half  (55  percent)  of  those 
screened  were  "original"  or  first  time  screenees.    Referrals  for  further 
diagnosis/treatment  averaged  approximately  13  percent  of  the  total  number 
screened.   Eleven  percent  was  the  referral  rate  from  the  City  of  Dallas, 
Title  XIX  screening  team,  which  delivered  services  to  89.5  percent  of 
this  population  and  21.5  percent  of  the  10.5  percent  screened  by  the 
project  screening  team.    The  Dallas  team's  average  referral  rate  is 
significantly  lower  than  the  state  average  of  25  percent  of  those 
screened.    Problems  found  at  screening  were  resolved  over  a  three- 
month  period  for  90  percent  of  those  referred. 

The  following  table  included  in  the  HSRI  Phase  IV  evaluation  report 
is  repeated  here  due  to  the ' si gnif icance  of  the  data: 
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TABLE  E 

Problems  Found  and  Referred  by  Problem 
Category  and  Age  Group 


Problem  Category 


1*  Blood  Disease 

2.  Mental  Disorder 

3.  Eyes 

4.  Vision 

5.  Ears 

6.  Hearing 

7.  Respiratory 

8.  Skin 

9.  Other 


Under  1 


1-5 


# 

% 

# 

11 

(19.0%) 

22 

0 

(0%) 

3 

2 

(4.8%) 

8 

2 

(1.1%) 

7 

1 

(2.3%) 

13 

0 

(0%) 

1 

1 

(6.3%) 

5 

4 

(8.7%) 

19 

18 

(7.3%) 

91 

% 


6-12 

#  % 


13-2 

#  % 


(37.9%) 

(23.1%) 

(19.0%) 

(3.7%) 

(29.5%) 

(11.1%) 

(31.3%) 

(41.3%) 

(37.1%) 


10  (17.2%) 
3  (23.1%) 


15  (25.9% 
7  (53.8% 


22  (52.4%) 

92  (48.7%) 

21  (47.7%) 

4  (44.4%) 


10  (23.8% 

88  (46.6% 

9  (20.5% 

4  (44.4% 


7  (43.8%) 
11  (23.9%) 
74  (30.2%) 


3  (8.8%) 
12  (26.1% 
62  (25.3% 


Total 
Number  % 


58 
13 


42 
189 
44 


16 
46 
245 


8.7%) 
2.0%) 


6.3%) 
28.5%) 
6.6%) 
1.4%) 


2.4%) 
6.9%) 
36.9%) 


Total 


39,  (5.9%)  170    (25.6%)  244    (36.9%)  210  (31.6% 


663 


The  percent  of  distribution  of  those  screened  included  42.5  per- 
cent for  ages  0  through  5  years,  and  57.5  percent  for  ages  6  through  21 
years.    Suspected  abnormalities  occurred  for  31.7  percent  of  the  0 
through  5  years  g^oup  and  68.9  percent  in  the  6  through  21  year  olds. 
This  latter  group  (6-21'years)  received  250  referrals,  38  percent  of 
which  were  for  suspected  abnormalities  in  four  categories:    eyes,  vision, 
ears,  hearing.    These  findings  indicate  the  need  for  preventive  medical 
care  in  school  age  recipients.    More ' importantly  these  categories  in 
which  referrals  were  the  highest  for  these  children  are  directly  correlat- 
ed to  learning  difficulties. 

During  the  1977  biennial  session  of  the  Texas  State  Legislature, 
S.B.  593,  Pi4ot  Programs  for  Physical  Evaluations  of  School  Children, 
became  law"]    The  legislature  appropriated  $750,000  in  unencumbered 
state  funds  to  operate  this  program.    A  summaryis  included  as  follows: 


100.0% 


PILOT  PROGRAMS  FOR  PHYSICAL  ["VALUATIONS  OF  SCHOOL  CHILDREN 


Texas  Public  School  Law  Bulletin,  Texas  Education  Code 
Subchapter  A,  Section  11.20 


(a)  The  Central  Education  Anency  shall  plan,  institute,  and 
supervise  pilot  programs  in  various  school  districts  of 
this  state  for  the  purpose  of  screening  children  for 
health  defects  or  problems. 

(b)  In  each  district  selected  for  a  pilot  program,  children 
shall  be  examined  or  evaluated  in  the  manner  prescribed 
by  the  Central  Education  Agency  and  by  nurses  or  other 
allied  health  personnel  specifically  authorized  to  do  so 
by  the  agency. 

(c)  Prior  notice  of  the  examination  shall  be  given  to  the 
parents  or  guardian  of  each  child,  and  no  child  shall 
be  examined  or  evaluated  if  his  parents  or  guardian 
object  because  of  religious  convictions. 

(d)  Whenever  an  abnormal  health  condition  or  problem  is 
found  in  any  child,  the  school  nurse  shall: 

(.1)    advise  the  child's  parent  or  guardian; 

(2)  suggest  what  action  should  be  taken; 

(3)  if  necessary,  assist  the  family  in  obtaining 
access  to  appropriate  health,  rehabilitation, 
or  treatment  services;  and 

(4)  review  the  case  as  necessary  to  determine  that 
corrective  action  is  taken  to  the  extent  possible. 

(e)  The  agency  shall  require  a  record  to  be  kept  of  each 
examination  and  actions  taken  pursuant  to  each  examination. 
The  record  shall  be  confidential  and  shall  be  kept  separate 
from  the  other  records  of  the  child.    The  records  may  be 
used  for  statistical  purposes  as  long  as  the  identity  of 
each  child  is  kept  confidential. 

(J)    The  agency  shall  require  periodic  reports  from  each 
district  participating  in  the  program  for  the  purpose 
of  evaluating  the  results  of  the  program.    The  agency 
shall  report  its  findings  and  recommendations  to  the 
legislature  biennially  during  the  first  month  of  the 
regular  session. 

(g)    The  legislature  shall  appropriate  money  to  finance 

the  cost  of  the  program,  including  planning,  compensa- 
tion for  personal  services,  and  necessary  equipment 
and  supplies. 
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The  physical  evaluations  conducted  by  school  districts  understandably 
address  educational  objectives  e.g.  reduction  of  absenteeism  (attending 
an  EPSDT  clinic  constitutes  an  excused  absence.    Nevertheless,  this 
absence  is  counted  in  a  district's  report  of  daily  pupil  attendance). 
The  economic  objective  of  EPSDT,  improving  the  health  of  needy  children 
to  reduce  welfare  and  improve  productivity  does  not  conflict  with 
educational/learning  purposes.    The  goals  of  EPSDT  are  by  definition, 
supported  by  educational/learning  objectives.    The  need  for  linkage 
between  schools  and  EPSDT  in  those  districts  designated  to  pilot  this 
program  is  self-evident. 

COST  EFFECTIVENESS  OF  STAFF 

A  summary  of  the  outcomes  of  staff    comparisons  previously  described 
are  listed  below: 

A)  Sector  C  vs.  sectors  A  and  B;  Same  technique,  differing 
level  of  staff. 

1.  PWW  Is  in  five  months  contacted  261  recipient  families 
of  an  assigned  population  of  1,050  recipient  families 
(25  percent). 

2.  CSA  lis  in  elven  months  contacted  449  recipient  families 
of  an  assigned  population  of  555  recipient  families 

(80  percent) . 

3.  The  PWW  I  family  contact  rate  per  FTE*  per  day  is  1.2 
percent.    The  CSA  II  family  contact  rate  per  FTE  per 
day  is  0.8  percent. 

4.  The  PWW  Is  made  screening  appointments  for  33  percent 
of  their  caseload.    The  CSA  lis  made  screening  appoint- 
ments for  90  percent  of  their  caseload. 

5.  PWW  Is  rate  of  appointments  kept  is  44  percent,  "CSA  lis 
rate  of  appointments  kept  is  37  percent. 

6.  The  penetration  rate,  (shows  for  screen)  of  total 
eligible  recipients  as  of  December  31,  1976,  compiled 
at  an  annual  rate  for  both  categories  of  workers  is: 

o  PWW  Is— 34  percent  on  the  basis  of  one  FTE  per  1,384 
recipients 

o  CSA  lis— 51  percent  on  the  basis  of  one  FTE  per  545 
recipients 

7.  Costs  per  show  for  screen  for  the  respective  categories 
of  workers  is: 

o  PWW  Is— $38.65  at  a  34  percent  penetration  rate 
o  CSA  lis— $44.31  at  a  51  percent  penetration  rate 


Full  time  equivalency. 
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Results  of  this  test  must  also  be  viewed  in  terms  of  the  notice- 
able qualitative  differences  of  these  two  categories  of  outreach  worker. 
By  definition,  the  PWW  Is  have  achieved  at  minimum  a  bachelor's  degree, 
and  most  often  have  prior  work  experience  in  professional  or  prepro- 
fessional  endeavors.    The  project  PWW  Is  live  outside  the  community 
served  and  have  very  little,  if  any,  contact  with  recipients  other  than 
their  job. 

The  CSA  lis  have  achieved  at  minimum  a  high  school  or  GED  diploma. 
They  are  indigenous  to  the  community  served,  are  frequently  exrecipients 
of  welfare  services,  and  relate  to  the  area  both  professionally  and 
personal ly. 

Recipient  response  to  each  of  the  above  worker  categories  was  differ- 
ent.   A  certain  deference  and  respect  was  accorded  the  more  sophisticated 
and  perhaps  authoritative  approach  of  the  PWW  I.    Success  in  outreach  is 
indicated  by  the  data.    On  the  other  hand,  success  is  also  indicated  by 
the  data  on  CSA  lis  whose  style  was  more  personalized,  less  technical, 
and  more  of  a  friend-to-friend  approach.    Language  differences  resulting 
from  use  of  current  local  colloquialisms  posed  no  barriers  to  CSA  lis  in 
communicating  with  recipients.    These  same  language  differences  did 
interfere  with  the  PWW  Is  ability  to  communicate,  even  if  expressions 
were  understood  and  used  in  conversation.    Further  comparisons  follow: 

B.    Sector  A/B  vs.  Sector  D;  Different  Technique, 
same  level  staff. 

The  two  techniques  produced  the  following  results 
in  terms  of  penetration  rate: 

1.  In  sectors  A  and  B  in-the-home,  face-to-face 
recipient  outreach  produced  a  34  percent  rate. 
In  sector  D  letter/telephone  recipient  outreach 
produced  a  43  percent  rate. 

2.  The  cost  per  show  for  screen  between  the  two 
techniques  is:    $38.65  for  sectors  A  and  B, 
and  $40.38  for  sector  D  (Control). 

C.    Sector  A  vs.  Sector  B;  Combined  casef inding/case- 
monitoring,  different  level  staff,  same  technique 

1.  PWW  Is  contacted  138  families  in  six  months 

at  an  average  cost  of  $85.59  per  contact.  385 
children  were  appointed  to  screening.    The  show 
rate  after  three  appointment  attempts  was  70 
percent. 

2.  CSA  Ills  contacted  208  families  in  six  months 
at  an  average  cost  of  $45.75  Der. contact.  517 
children  were  appointed  to  screening.    The  show 
rate  after  three  appointment  attempts  was  65  per- 
cent. 
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D.  Sectors  A/B  vs.  Sectors  A/B.    Separated  casefinding  and 
casemonitoring,  different  staff  levels  and  combined  case- 
f inding/casemonitoring,  different  staff  levels. 

Separate  CF/CM       Combined  CF/Cm 

1.  Costs  per  family  Contact  51.23  6TT63 

2.  Costs  per  show  for  screen  18.08  22.64 

3.  Rate  of  show  for  screen  63%  67% 

E.  Sector  A  vs.  Sector  D:    Combined  casef inding/casemonitor- 
ing;  different  techniques,  same  level  staff. 
1.    PWW  Is  performing  both  outreach  and  follow-up 

functions  using  face-to-face,  in-the-home  contact 
and  PWW  Is  performing  both  outreach  and  fql low-up 
functions  through  letter  and  phone  contact  achieved 
the  same  annualized  penetration  rate  of  45  percent. 
Casefinding  costs  per  show-f or-screen  were  $32.01  and 
$31.04  respectfully. 

In  the  separation  of  casefinding  and  casemonitoring  functions,  PWW  Is 
were  found  to  be  15  percent  more  cost-effective  than  the  CSA  Ills.  In 
the  combination  of  these  functions  PWW  Is  and  CSA  Ills  are  equally 
effective.    The  combined  casef inder/casemonitor  produced  a  15-20  percent 
higher  unit  cost  than  the  separate  casefinder  and  casemonitor  but  achiev- 
ed an  8  to  10  percent  higher  effectiveness  in  show-rates  and  afford 
greater  flexibility  in  adjusting  to  caseload  fluctuations.  Combined 
casef inding/casemonitoring  through  letter  and  telephone  contact  was  more 
cost-effective  at  the  50  percent  level.    Casefinder/monitors  are 
more  effective  when  indigenous  to  the  community  and  identified  culturally 
and  ethnically   with  the  recipient  population.    Casef inders/monitors  are 
maximally  effective  (producing  a  penetration  rate  in  excess  of  75  per- 
cent) when  they  are  indigenous  to  the  community,  use  a  home  visit  con- 
tact, appoint  to  highly  accessible  clinics  and  are  supervised  through 
a  single  management  of  the  five  EPSDT  subsystem.* 
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GENERAL  RECOMMENDATIONS 


The  recommendations  that  follow  are  based  on  overall  project  activi- 
ties as  opposed  to  those  that  address  the  result  of  specific  demonstra- 
tion variables.    They  are  divided  in  two  groups:    casefinding/casemoni tor- 
ing  of  EPSDT  and  programmatic  recommendations. 

o   Casefinding/Casemoni toring  in  EPSDT 

1.  Use  indigenous  staff  conducting  combined  casefinding/ 
casemoni toring  functions  to  improve  penetration  rates, 
to  allow  flexibility  in  caseload  management,  and  to 
cut  down  on  the  number  of  personnel  with  which  a  re- 
cipient must  cope. 

2.  It  is  recommended  that  staff  in  EPSDT  be  ethnically 
and  socially  identified  with  the  populations  they 
serve.    Optimally,  this  staff  should  live  within 
the  area  served.    It  is  further  recommended  that  a 
career  ladder  be  made  possible  for  this  staff  and 
should  reflect  the  levels  between  Community  Service 
Aide,  Welfare  Service  Technician,  and  Public  Welfare 
Worker  Positions. 

3.  Use  of  equally  effective  casefinding  methods  of  an 
in-home/face-to-face  family  contact;  or  family 
contact  through  a  series  of  efforts  consisting  of 
three  letters,  followed  by  phone  calls  to  nonre- 
spondents,  and  then  in-home  contact  of  those  not 
successfully  appointed  by  either  letter  and/or 
telephone. 

4.  Casefinding  support  by  recipient  peer  group  members, 
i.e.,  vol  unteers . 

5.  Use  of  a  structured  casemoni toring  system  with 
emphasis  on  follow-up  through  show-for-treatment 
for  all  problems  referred. 

6.  Develop  a  casemoni toring  priority  system  in  which 
severe  conditions  receive  immediate  attention  and 
follow-up  of  other  conditions  begin  after  a  limited 
period  of  time,  allowing  recipients  to  obtain  treat- 
ment without  specialized  follow-up  efforts  by  the 
caseworker. 

o   Programmatic  Recommendations 

1.    Determine  effectiveness  of  early  medical  intervention 
in  needy  children  and  benefits  of  preventive  health 
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programs  through  a  longitudinal  study  of  EPSDT  partici- 
pants. 

2.  Develop  health  indicators  other  than  mortality  and  mor- 
bidity using  accumulated  EPSDT  information  that  can  be 
used  as  a  method  to  determine  a  population  profile  of 
general  health  status. 

3.  Reconsider  the  development  of  a  cooperative  health 
screening  effort  of  EPSDT  and  local  school  districts 
that  pilot  test  medical  evaluations  of  school  age  chil- 
dren . 

4.  Develop  demonstration  designs  for  projects  similar  in 
nature  to  this  EPSDT  project  to  include  a  100  percent 
sample  of  eligible  populations  within  the  designated 
area.    This  would  eliminate  the  need  to  separate  sample 
and  nonsample  populations,  would  delimit  geographic 
areas  of  the  demonstrations,  and  would  result  in  a 
tighter  format  for  controlling  variations  within  the 
population.    For  example,  this  project  might  better 
have  been  limited  to  Dallas  zip  code  75215  for  place- 
ment of  variable    tasks,  and  zip  code  75216  for  col- 
lection of  control  data. 

5.  Based  on  the  number  of  discrepancies,  identified 
throughout  the  Texas  EPSDT  program,  in  methods  of 
reporting  programmatic  data,  e.g.,  clinic  show  rates 
in  Dallas  reflect  all  appointments  that  are  cancelled 
as  "no  shows"  while  the  same  show  rates  in  San  Antonio 
do  not  reflect  cancelled  appointments  as  "no  shows," 
it  is  recommended  that  the  state  conduct  a  study  to 
identify  these  discrepancies,  and  implement  and  moni- 
tor program  reporting  that  affords  consistency  in  all 
data  elements. 

6.  It  is  recommended  that  a  study  be  conducted  to  deter- 
mine the  reasons  for  the  significant  difference  in  the 
Dallas  Area  EPSDT  Problem  Referral  Rate  (11  to  16  per- 
cent) as  compared  to  the  statewide  rate  (24  percent). 

7.  Reexamine  periodicity  requirements  based  on  average 
age  and  frequency  of  occurrences  of  medicalt  conditions. 

8.  Develop  a  method  to  link  screening/treatment  using 
physicians  in  local  practices  and  registered  nurse 
practitioners  and  towards  the  development  of  EPSDT 
linkages  with  Health  Maintenance  Organizations  (HMOs). 
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FIXED  SITE  CLINICS 


CHAPTER  2 
INCREASED  ACCESSIBILITY — PHASE  I 
FIXED  SITE  CLINICS 


"The  proof  of  access  is  use 
of  services,  not  simply  the 
presence  of  a  facility." 

Avedis  Donabedian* 


The  designs  of  all  project  demonstrations  were  predicated  to  improve 
the  30  to  40  percent  EPSDT  program  participation  rates  through  the  two 
nonmedical  subsystems  of  casefinding  and  casemonitoring,  i.e.,  outreach 
and  follow-up. 

All  project  activities  were  expected  also  to  have  a  spin-off  effect 
on  the  three  medical  EPSDT  subsystems:    screening,  diagnosis,  and  treat- 
ment.   However,  there  was  initially  no  attempt  to  address  participation 
rates  through  innovation  in  the  delivery  of  the  three  medical  subsystems. 
Variables  approved  and  tested  during  the  project's  first  year  concentrated 
on  the  outreach  and  follow-up  techniques  exclusively. 

The  project  first-year  demonstrations  later  provided  the  incentive 
to  examine  all  EPSDT  delivery  systems  in  greater  depth.    It  was  discovered 
then  that  little  data  was  available  on  the  participation  effects  of  im- 
portant programmatic  factors,  i.e.,  clinic  hours  and  locations,  recipient 
involvement,  use  of  volunteers,  and  preventive  health  care  education  of 
recipients. 

A  1975  review  of  periodic  literature  on  the  delivery  of  health  care 
to  needy  families  defined  successful  delivery  of  health  care  as  the 
"actual  provision  of  care,  not  simply  its  availability."**  Success  of  a 
program  design  needs  to  b e  measured  therefore  by  patient  participation 
levels.    This  same  s tudy  further  identified  eight  variables  that  are  in- 
stitutional in  nature,  as  opposed  to  personal  motivational  variables, 
which  affect  levels  of  patient  participation  in  medical  programs: 

These  variables  are:    clinic  hours,  location, 
outreach  and  follow-up,  use  of  neighborhood 


*  Aspect  of  Medical  Care  Administration.    Cambridge,  Massachusetts- 
Harvard  University  Press (1976). 

**  Stawart,  James  C,  &  Crofton,  Lottie  Lee.    Delivery  of  Health  Care 
Services  to  the  Poor.    Center  for  Social  Work  Research"!  The  University 
of  Texas  at  Austin  (1975). 
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personnel,  consumer  involvement,  clinic 
'atmosphere,1  eligibility  categories,  and  use 
of  program  evaluation. 
....  The  primary  explanation  for  poor 
people's  limited  participation  in  the  majority 
of  health  care  programs  is  not  their  lack  of 
motivation,  but  the  way  in  which  these  health 
services  have  generally  been  structured.* 

In  the  Dallas  EPSDT  project,  intensive  outreach  of  research  sample  famil- 
ies in  sector  C  was  conducted  through  personal  contact  at  recipient  homes. 
Preliminary  data  from  this  South  Dallas  zip  code  (75215)  indicated  a  high 
recipient  acceptance  rate  of  appointments  for  medical  screening,  but  the 
number  of  those  who  actually  kept  these  appointments  was  very  dissappoint- 
ing.    Perplexity  about  recipient  acceptance  of  screening  appointments, 
yet  consequent  refusal  to  keep  appointments,  challenged  the  project  to 
address  the  issue  and  develop  related  demonstration  variables  for  second 
and  third  year  project  activities. 

Staff  began  assessing  relevant  recipient  behavior  factors  occurring 
in  sector  C  for  possible  relationships  in  regard  to  EPSDT  clinic  attend- 
ance.   Several  factors  were  considered  to  influence  positive  recipient 
participation.    For  example,  face-to-face,  in-the-home  outreach  of 
eligible  research  sample  recipients  was  conducted  by  three  service  aides 
who  resided  in  this  sector.    These  aides  had  affirmative  identification 
with  area  recipients.    Many  aides  already  were  known  as  friends  and  neigh- 
bors.   In  addition,  their  knowledge  and  understanding  of  the  area  elimi- 
nated barriers  in  communication  and  opened  up  neighborhood  resources  un- 
available to  the  outsider. 

Another  positive  factor  was  identified  that  influenced  participation. 
This  was  the  facility  in  sector  C  at  which  EPSDT  medical  screening  was 
provided:    the  municipally  run  multi -service  complex,  the  Martin  Luther 
King,  Jr.,  Community  Center  (MLK). 

This  MLK  center  is  a  complex  of  new,  spacious,  modern,  and  attractively 
appointed  buildings,  one  of  which  is  dedicated  solely  to  medical  services. 
MLK  also  provides  transportation  to  and  from  the  center.  Additionally, 
there  was  the  positive  factor  that  sector  C  is  served  by  several  local 
physicians  and  dentists  in  private  practice  who  are  very  active  in  this 
community  and  with  whom  project  staff  had  developed  close  working  rela- 
tionships.   Project  staff  agreed  that  these  positive  factors  should  be  con- 
sidered in  any  variables  developed  for  testing  in  this  sector. 

The  identification  of  possible  negative  influences  on  EPSDT  partici- 
pation added  to  staff  interest  and  determination  to  develop  a  research 
demonstration  aimed  at  reducing  the  gap  between  recipient  appointment 


*  Stewart  &  Crofton,  p. v. 
**  Ibid,  p.  11. 
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acceptance  and  appointment  keeping.    Some  of  these  influencing  factors 
included:    (1)  Unresponsiveness  of  the  DHR  transportation  system  and  in- 
adequacy of  the  MLK  transportation  system.    Both  carriers  caused  recipients 
to  experience:    long  waits,  reportedly  up  to  two  hours  on  occassion; 
failure  to  be  picked  up  or  returned;  lack  of  sensitivity  to  recipient  needs; 
and  general  frustration  with  the  services.    (2)  Attending  at  a  screening 
clinic  frequently  meant  that  recipient  parents  were  forced  to  lose  a  day's 
pay,  and  recipient  children  were  absent  from  school  the  entire  day.  (3) 
Communication  barriers  between  the  recipient  and  health/welfare  service  de- 
livery staff  often  resulted  in  misunderstandings  about  EPSDT  services. 
(4)  Perhaps  most  important  in  developing  the  project  approach  to  partici- 
pation demonstration  tested  during  the  second  and  third  project  years  was 
consideration  of  this  sector's  physical  geography.    This  zip  code  contains 
one  of  the  city's  major  corridors  that  both  funnels  traffic  to  the  heart 
of  the  business  district  and  inner  city,  and  carries  interstate  traffic 
to  South  Texas  areas. 

An  examination  of  the  area's  demography  revealed  that  although  two 
major  housing  projects  are  located  in  the  sector,  housing  stock  is  chiefly 
comprised  of  single  family  rental  units.    Essential  retail  services,  i.e., 
food,  clothing,  etc.,  usually  can  be  found  in  walking  distance.  Neighbor- 
to-neighbor  sharing  of  resources  is  common.    Prior  to  World  War  II,  this 
area  was  a  major  residential  location  for  affluent  families  of  the  city. 
Remnants  of  this  period,  which  still  remain,  evidence  that  this  area  was 
formerly  the  beneficiary  of  many  city  services  currently  found  in  sub- 
urban locations.    At  the  present  time,  the  majority  of  residents  in  this 
zip  code  have  incomes  at  or  below  poverty  level.    Concerns  of  the  community 
are  characterized  by  the  need  to  take  care  of  daily  necessities  associated 
with  survival.    The  dichotomy  of  pre-World  War  II  remnant  mansions  in  a 
declining  area  points  out  the  struggle  for  basic  subsistence  needs  faced 
by  the  current  residents. 

Consequently,  due  to  lack  of  economic  influence,  issues  which  affect 
this  area  are  frequently  decided  by  nonresidents  who  formerly  resided  in 
the  area.    The  area  now  provides  access  to  other  areas  that  more  fully 
share  the  city's  economic  growth.    A  striking  example  of  this  can  be 
seen  in  the  way  traffic  flow  has  been  arranged  from  suburbia  to  the  city's 
central  business  district.    Four  major  arteries  carry  traffic  from  the 
south  and  east  portions  of  the  Greater  Dallas  Metroplex  through  this  re- 
latively small  area  into  downtown  Dallas.    These  multilane,  limited  access 
freeways  crisscross  this  entire  South  Dallas  zip  code.    An  "isolation 
effect"  created  by  carving  out  many  neighborhoods  from  the  one  community 
has  resulted  in  virtual  separation  of  residents  on  either  side  of  the  . 
roadway.    Project  outreach  staff  frequently  experienced  difficulty  in 
reaching  a  recipient's  home  if  they  found  themselves  on  the  wrong  side  of 
the  freeway,  even  though  the  location  on  the  correct  side  was  in  clear 
view.    It  also  was  learned  that  residents  on  one  side  of  a  freeway  may 
never  have  been  on  the  opposite  side. 
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A  proposed  sector  C  variable  in  "acaissibi 1 ity"  was  a  logical  out- 
come from  weighing  these  positive  and  negative  factors.    Additional  re- 
levance was  seen  in  the  potiential  for  replication  of  this  demonstration 
(accessibility)  in  other  urban  inner  city  populations.    Improving  re- 
cipient participation  in  EPSDT  by  increasing  access  to  medical  screening 
was  defined  as  the  major  objective  for  this  variable. 

The  methodology  of  choice  was  the  addition  of  six  rotating  clinic 
sites  located  within  a  ten  block  radius  of  recipient  residences.  To 
evaluate  the  accessibility  demonstration,  the  project  proposed  a  compari- 
son of  clinic  participation  rates.    The  rates  compared  examined  recipient 
participation  when  one  fixed-site  clinic  was  available;  participation 
rates  when  six  additional  sites  were  added;  and  participation  rates  when 
accessibility  was  extended  to  the  maximum  limits,  i.e.,  EPSDT  screening 
in  the  recipient's  own  home. 

It  was  foreseen  that  this  three-phased  approach  would  produce  signi- 
ficant information.    The  comparisons  would  show  any  correlations  between 
recipient  participation  in  EPSDT  and  geographical  distribution  of  EPSDT 
screening  clinics,  and  also  would  contribute  information  to  the  field  of 
medical  care  adminstration — specifically,  regarding  location  as  a  poten- 
tial barrier  to  use  of  medical  services. 

All  project  staff  provided  input,  based  on  their  knowledge  and  ex- 
perience, to  the  development  of  the  proposal  to  DHEW  for  second  year  fund- 
ing of  activities.    Encouragement  for  staff  input  hardly  was  necessary,  as 
staff  enthusiasm  to  investigate  further  barriers  such  as  those  identified 
by  Stewart  and  Crofton  was  very  great.    Discussions  between  individuals 
and  in  small  groups,  and  staff  conferences  in  both  formal  and  informal  . 
meetings  occurred  on  a  daily  basis  during  this  planning  period.  Admini- 
strators of  state,  region,  county,  and  city  health  and  welfare  departments 
were  involved  actively  in  this  process.    Several  items  crucial  to  imple- 
menting this  variable  were  resolved  as  a  result  of  these  early  meetings. 

The  Texas  Department  of  Health  (TDH)  agreed  to  support  this  demon- 
stration and  concurred  in  the  experiment  to  test  the  use  of  volunteers  in 
screening.    The  DHR  agreed  to  provide  a  van  to  the  project  for  recipient 
transportation.    It  was  hoped  that  the  established  EPSDT  screening  team 
in  Dallas  would  serve  the  additional  neighborhood  sites.    This  was  ev- 
aluated by  the  City  of  Dallas  Health  Department  as  unfeasible,  and  the 
project  received  early  notification  that  the  established  screening  team 
would  not  participate  in  this  variable.    The  resolution  of  these  important 
issues,  prior  to  submittal  of  the  formal  proposal,  proved  to  be  of  excep- 
tional benefit  to  the  outcome  of  this  variable. 

A  phased  approach  allowed  the  project  to  control  the  incremental 
expansion  of  screening  sites  in  sector  C.    The  sequence  was  programmed  in 
three  time  periods: 
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•  Phase 


I:    February  1976  thru  December  1976 
Fixed-site  EPSDT  screening  clinic 
using  one  location  (MLK). 


•  Phase  II:    January  1977  thru  March  1978 

Addition  of  six  extra  neighbor- 
hood screening  clinics  to  the 
fixed-site  clinic,  increasing 
accessibility  by  a  factor  of  six. 

•  Phase  III:    March  1978  thru  June  1978 

Addition  of  screening  in  re- 
cipient homes  to  the  fixed-site 
clinic  and  the  six  extra  clinics, 
increasing  accessibility  by  the 
factor  of  recipient  homes  eligible 
to  participate  in  this  phase.* 

Significant  outcomes  resulted  from  this  project  variable.  These 
findings  were  the  first  to  point  out  the  close  relationship  between  vol- 
untary participation  in  EPSDT  and  availability/accessibility  of  EPSDT 
services.    The  results  yielded  valid  indication  that  the  initiative  of 
needy  families  to  care  for  their  children  is  very  responsive  when  the 
institutional  health  care  system  is  changed  from  doing  something  "to"  a 
person  to  doing  something  "with"  a  person. 

Description  of  the  Sample 

The  programmatic  distribution  of  EPSDT  program  eligibles  assigned  to 
the  project  research  sample  was  forty  percent  of  the  sector  C  (zip  code 
75215)  total  of  3,684  recipients.    The  remaining  sixty  percent  of  area 
recipients  received  EPSDT  services  from  Dallas/Ft.  Worth  regional  DHR  Staff. 
The  statistics  regarding  persons  in  the  distribution  follows: 

•  Sector  C  total  eligibles:  3,684 
a  40%  research  sample:  1,417 

•  60%  regional  program:  2,267 

This  count  was  established  through  a  computerized  tally  of  eligible  EPSDT 
recipients  in  this  South  Dallas  zip  code  on  December  21,  1976.    Using  the 
state  reported  30  percent  average  of  an  annual  turnover  of  AFDC  recipients, 
the  cumulative  research  population  in  sector  C  was  approximated  at  1,842 
recipients  per  year. 


*  See  chapter  2:    Phase  III,  In-Home  Screening. 
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Methodology 


Admini  stration 

Casefinding  and  casemoni toring  activities  in  sector  C  were  supervised 
by  an  experienced  social  worker.    Three  indigenous  Community  Service  Aide 
lis  conducted  outreach  using  the  defined  project  methods  during  this  first 
phase—February  through  December  1976.    The  state  classification  of  this 
worker  category  required  a  minimum  of  a  high  school  or  GEO  diploma.  The 
annual  salary  for  this  level  ranged  from  $6,624  to  $8,352  per  year.  Case- 
monitoring  was  conducted  by  a  Nurse  II  between  February  and  September  1976 
and  by  an  indigenous  Welfare  Service  Technician  II  from  October  to  December 
1976.    The  position  of  Nurse  II  requires  a  bachelor  degree,  RN  certification, 
and  provides  an  annual  salary  that  at  the  time  ranged  from  $12,000  to  $15,108 
per  year.    The  Welfare  Service  Technician  II  classification  required  a 
minimum  of  60  undergraduate  hours  and  had  an  annual  salary  range  of  $9,840 
to  $12,780. 

Casef indi  ng 

The  major  outreach  technique  employed  in  sector  C,  as  well  as  in  all 
project  variables,  was  face-to-face,  in-the-home  recipient  contact.  A 
"caseload"  of  recipient  families  was  assigned  to  each  casef inder  through 
a  three-way  alphabetic  division  of  recipients.    A  monthly  computer  roster 
of  EPSDT  recipients  provided  by  DHR's  data  systems  division,  was  used  by 
the  casefinder  to  determine  those  recipients  in  the  caseload  who  were 
eligible  for  medical  screening  based  on  the  state's  periodicity  require- 
ments.   During  this  phase,  sector  C  outreach  staff  spread  each  month's 
contacts  over  the  entire  zip  code  area. 

The  worker  notified  the  eligible  family  by  telephone  or  letter  about 
the  date  and  time  of  a  personal  home  visit.    During  this  visit,  the  EPSDT 
program  was  discussed  in  detail.    Medical  screening,  dental,  and  family 
planning  services  were  required  topics  for  these  contacts.    When  recipients 
indicated  interest  and  desire  to  participate  in  any  or  all  of  these  ser- 
vices, the  outreach  worker  scheduled  appropriate  appointment  as  well  as 
needed  transportation.    If  the  worker  was  unable  to  contact  the  respons- 
ible adult,  up  to  three  additional  letters  were  sent  over  a  period  of 
several  weeks  encouraging  the  recipient  to  arrange  a  convenient  home  visit 
with  the  outreach  worker.    If  all  efforts  to  communicate  with  the  family 
were  unsuccessful  the  outreach  worker  "closed"  the  file  administratively 
but  informed  the  recipient  family  that  the  EPSDT  services  would  continue 
to  be  available  to  them. 

Prior  to  a  scheduled  screening  clinic  appointment,  outreach  staff 
sent  a  written  reminder  to  the  family  specifying  the  clinic  location, 
date,  time,  and  the  health  or  Medicaid  eligibility  information  necessary. 
Similar  information  was  provided  to  the  transportation  provider  one  day 
prior  to  scheduled  clinic  appointments. 
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Following  the  screening  clinic,  the  outreach  worker  determined  which 
appointees  failed  to  keep  an  appointment.    When  a  medical  screen  showed  no 
identifiable  medical  problem,  a  copy  of  the  screening  data  was  forwarded  to 
the  family  by  the  casefinder.    When  a  medical  problem  was  determined,  this 
information  was  forwarded  to  the  casemonitor  for  follow-up  activity. 

Project  casefinders  were  required  to  make  two  additional  screening 
appointments  for  those  who  missed  the  first.    Only  after  three>.unsuccess- 
ful  screening  appointments,  or  a  90  day  period,  were  recipient  case  files 
closed  as  "unappointable. " 

Casemonitoring 

Follow-up  services  (casemonitoring)  were  provided  for  all  recipients 
referred  by  the  screening  team  for  further  diagnosis  and/or  treatment. 
These  services  continued  through  the  termination  of  treatment  or  resolu- 
tion of  the  problem.    Three  major  areas  were  addressed  in  casemonitor- 
ing:   referral  based  on  a  suspected  medical  condition,  acquiring  and/or 
completing  immunizations  of  recipients  ages  0  through  6,  and  referral  for 
Title  XIX  initial  dental  services. 

All  casemonitoring  services  were  conducted  by  face-to-face  contact, 
and  home  visits  were  required  for  all  screening  referrals.    During  this 
visit  the  monitor  discussed  the  referral  with  the  responsible  adult,  ex- 
plained the  nature  of  the  problem,  assisted  the  recipient  to  make  appro- 
priate appointments,  and  scheduled  transportation  when  needed.    The  monitor 
continued  to  remain  in  contact  with  the  family  to  assure  that  the  services 
were  obtained.    If  appointments  were  missed,  the  monitor  rescheduled  the 
recipient  two  additional  times.    Case  files  assigned  to  the  monitoring 
subsystems  were  closed  only  for  the  following  reasons: 

o  Termination  or  completion  of  treatment 
o  Recipient  moved  out  of  the  sector 
o  Recipient  ineligibility  for  EPSDT 
o  Recipient  refusal  to  make/keep  appointments 
o  Inability  to  contact  recipient 
o  Lapse  of  180  days  from  referral  date,  and 
recipient  able  to  continue  treatment  unaided 

Medical  Screening 

Sector  C  research  sample  recipients  received  EPSDT  medical  screening 
at  the  Martin  Luther  King,  Jr.,  Community  Center  (MLK)  located  in  the 
northern  portion  of  Dallas  zip  code  75215.    Screening  was  conducted  by  the 
City  of  Dallas  Title  XIX  screening  team,  a  subcontractor  of  the  Texas 
Department  of  Health  Title  XIX  Program.    The  Dallas  team's  responsibilities 
included  screening  of  all  EPSDT  eligibles  residing  within  Dallas  city 
1 imi ts . 

An  average  of  four  to  five  screening  clinics  were  conducted  each 
month  at  MLK.    An  additional  site  (the  Spring  Avenue  Clinic)  was  open  also 
to  zip  code  15  residents  once  a  month. 
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Results 


Recipient  Participation  Rates 

In  Phase  I  (February  through  December  1976)  sector  C  outreach  staff 
contacted  a  total  of  619  research  sample  families  that  included  1,604 
EPSDT  eligible  children  (appendix  2,  table  1).    The  number  of  these 
families  willing  to  participate  in  EPSDT  totaled  529,  the  families  in- 
cluded 1,387  eligible  children.    Screening  clinic  appointments  were  made 
for  85  percent  of  those  contacted.    The  initial  screening  appointment  was 
kept  by  34  percent  of  this  number.    An  additional  14  percent  kept  the 
second  appointment,  and  third  appointment  increased  these  figures  by  an- 
other 3  percent.    The  annual  rate  of  EPSDT  participation  by  program 
eligibles,  based  on  the  research  sample  total  population  in  sector  C  be- 
tween January  and  December  1976,  was  projected  at  51  percent.    The  out- 
reach cost  in  terms  of  "show  for  screen"  was  $37.66  per  recipient.* 
Tabulations  of  results  of  sector  C  activities  for  this  neriod  is  presented 
in  table  A  following,  and  further  in  tables  2 and  3  located  in  Appendix  2, 

TABLE  A 


Recipient  Participation  In 
Sector  C  Fixed  Site  Clinics 


February  thru  Dec 

ember  1976 

Family  Contacts 

Eligible  Children 

App'ts  Accept. 

Accept. 

Rate 

619 

1,604 

1,365 

85.09 

Orig.  App't  Made 

Orig.  App'ts  Kept 

Oriq.  App't  Missed 

Show 

Rate- 

1,365 

457 

908 

33.5 

1st  Reapp't  Made 

1st  Reapp't  Kept 

1st  Reapp't  Missed 

Show 

Rate 

908 

197 

711 

21.7 

2nd  Reapp't  Made 

2nd  Reapp't  Kept 

2nd  Reapp't  Missed 

Show 

Rate 

711 

42 

669 

5.9 

Eighty-five  percent  (1,365)  of  recipients  contacted  (1,604)  accepted 
an  appointment  and  43  percent  (696)  were  screened.    Fifty-one  percent 
(696)  of  those  (1,365)  who  accepted  appointments  were  screened  after  three 
appointments  had  been  made.    Thirty-four  percent  (457)  kept  the  original 
appointment.    Seventeen  percent  (239)  kept  a  second  or  third  appointment. 


*  Evaluation  Report  Phase  2,  Feb. --Dec,  1976;  EPSDT  in  an  Urban  Setting, 
Dallas,  Texas;  Health  Services  Research  Institute,  The  University  of 
Texas  Science  Center  at  San  Antonio,  Texas,  May  15,  1977. 
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Casemonitoring  activities  were  seriously  constrained  by  very  small 
caseloads.    The  expected  number  of  referrals  for  diagnosis  and  treatment 
was  based  on  the  state's  average  of  28  percent  for  all  clinics.    The  rate 
of  referrals  from  the  Dallas  EPSDT  clinics  during  this  time  period  was  10 
percent.    The  resulting  costs  using  a  registered  nurse  were  $119  per  prob- 
lem completion. 

Since  the  activities  involved  in  casemonitoring  did  not  employ  the 
nurse  in  direct  medical  practice,  a  plan  was  developed  to  replace  this 
monitor  with  another  person  with  a  nonmedical  classification.    In  turn, 
the  nurse  was  to  be  assigned  to  the  development  and  implementation  of  the 
sector  C,  phase  II,  extra  clinics  variable.    In  October  1976  the  nurse  was 
transferred  from  sector  C  monitoring  to  the  Health  Coordination  staff.  At 
the  same  time,  a  Welfare  Service  Technician  II  was  assigned  to  monitor 
sector  C  referrals.    This  monitor  remained  through  phases  II  and  III. 
Further  discussion  regarding  casemonitoring  during  this  period  can  be  found 
in  the  evaluation  report  of  HSRI  for  the  period  of  February  through  December 
1976,  previously  cited. 

Summary 

A  34  percent  average  kept  appointment  rate  at  EPSDT  clinics,  and  a 
projected  51  percent  EPSDT  participation  rate  of  all  eligibles  in  the 
sector  was  produced  during  this  phase  through  in-the-home  and  face-to-face 
contact  of  recipients.    An  analysis  of  these  phase  I  results,  independent 
of  the  later  results  of  phases  II  and  III,  was  heavily  weighted  towards 
personal  motivational  barriers  to  recipient  participation  in  the  program. 

The  willingness  to  accept  a  clinic  appointment,  expressed  by  the 
recipient  during  the  face-to-face  contact,  was  evaluated  as  an  "apparent" 
committement.    A  "true"  committement  was  attributed  to  those  keeping 
appointments.    It  was  pointed  out  also  that  the  initial  willingness  of 
recipients  to  participate  in  EPSDT  could  simply  be  a  means  to  appease  or 
pacify  an  outreach  worker  in  the  face-to-face  context.    Another  supposi- 
tion was  that  recipients  feared  being  labelled  as  noncooperative  or  in- 
different toward  the  well-being  of  their  children  and  hence  were  inhibited 
from  overt  rejection  of  EPSDT.    Analyses  further  assumed,  based  on  this 
data,  that  50  percent  of  the  eligible  recipient  population  have  no  real 
interest  in  the  program.* 

Conclusion 


Considering  the  paucity  of  data  relevant  to  this  project  variable, 
i.e.,  increased  accessibility  through  fixed  site  clinic  methodology,  the 
assumptions  made  from  the  results  of  this  aspect  of  testing  were  under- 
standable but  premature.    Up  to  this  point  the  project  had  attempted  to 
"motivate"  recipients  through  enhancement  of  outreach  and  follow-up 
efforts.    Eight-five  percent  of  recipients  contacted  agreed  to  be  screened 
but  only  34  percent  kept  the  arranged  appointments.    These  results  led  to 
valid  doubt  of  the  interest  and  willingness  of  eligibles  to  participate. 


♦Evaluation  Report,  Phase  II,  February  through  December  1976 
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Recommendations 


Using  a  face-to-face,  in-the-home  marketing  technique,  approximately 
85  percent  of  the  EPSDT  eligibles  in  the  densely  populated,  low-income, 
inner-city  area  of  Dallas  accepted  screening  clinic  appointments  at 
the  fixed-site  clinic  established  to  provide  this  service.  Thirty-four 
percent  actually  kept  the  scheduled  appointment,  producing  an  annualized 
EPSDT  participation  rate  of  51  percent  in  this  defined  population.  The 
assumed  reason  for  the  discrepancy  between  appointment  acceptance  and 
appointment  keeping  was  posited  to  be  the  presence  of  personal  motiva- 
tion barriers  within  the  recipient  family. 

Later  project  experimentation,  which  focused  on  greater  program- 
matic accommodation  in  the  delivery  of  EPSDT    services,  resulted  in 
effectively  closing  the  gap  between  program  "acceptance"  and  actual 
participation  in  EPSDT  services.    The  results  imply  that  motivational 
barriers,  if  existent,  can  be  greatly  reduced  through  accommodation 
efforts  in  the  service  delivery  system.    Significant ;for  those. who  plan 
and  develop  health  care  delivery  systems  that  are  dependent  on  volun- 
tary participate  is  evidence  of  a  direct  relationship  between  the 
barriers  faced  by  the  intended  service  recipients  and  program  use. 

Numerous  studies  have  been  conducted  that  identify  barriers  in  the 
personal  motivation  of  EPSDT  recipients.    Studies  of  institutional 
barriers  specific  to  EPSDT  are  less  evident.    The  following  recommen- 
dations that  address  this  latter  category  are  intended  to  assist  those 
responsible  for  the  delivery  of  health  care  services  in  successfully 
reaching  this  needy  population: 

o  Demonstrations,,  using  applied  research  methods, 
to  determine  correlations  between  institutional 
service  delivery  and  patient  usage  of  health 
care  services,  i.e.,  adjustments  in  hours  of 
program  service  delivery,  location  of  service 
delivery,  marketing  of  health  services,  educa- 
tion of  patients  in  health  care,  use  of  local 
health  care  providers,  identification  of  the 
delivery  system  with  local  practices  and  cus- 
toms, use  of  community  volunteers,  and  devel- 
opment of  methods  to  directly  involve  the 
patient  in  aspects  of  the  delivery  system. 

o    Use  of  "mental  mapping"  to  establish  the 
existence  of  any  invisible  boundaries  or 
barriers  prior  to  placement  of  health  care 
services  in  locations  of  apparent  accessibility. 
This  technique  is  based  on  the  premise  that 
consumer  perception  of  his  community  will 
greatly  affect  how  he  uses  the  community. 
Mental  mapping  is  further  discussed  in 
appendix  2,  exhibits  1  and  2, 
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o  Experimentation  with  methods  of  programmatic 
self-evaluation,  by  local  health  care  providers, 
to  determine  service  delivery  effectiveness, 
with  special  consideration  given  to  variations 
among  consumer  populations. 

o  Development  by  the  medical  profession  of 
minimal  standards  for  ambulatory  medical 
care  as  an  integral  component  of  the 
delivery  system. 

o  Monitoring  of  the  provided  medical  services 
based  on  developed  minimal  care  standards, 
in  order  to  assure  adequate  health  care  delivery. 
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CHAPTER  2 


INCREASED  ACCESSIBILITY— PHASE  II 
EXTRA- NEIGHBORHOOD  CLINICS 


In  January  1977,  a  second  phase  to  increase  recipient  sccessibi 1 ity 
to  EPSDT  services  was  initiated  to  demonstrate  the  effects  of  placing  six 
extra  screening  clinics  in  neighborhoods  of  the  target  area. 

EPSDT  recipients  living  in  this  area  were  generally  appointed  (in 
phase  1)  to  the  EPSDT  screening  clinic  at  the  Martin  Luther  King,  Jr., 
Community  Center  clinic.    This  multi-service  facility  operated  by  the 
city  of  Dallas  in  conjunction  with  health  and  social  service  agencies  is 
a  highly  visable  and  well  utilized  center  that  has  been  in  the  community 
since  1969.    The  project,  challenged  to  improve  show  rates  at  EPSDT  clinics, 
proposed  the  idea  that  screening  might  be  more  positively  accepted  if 
clinics  were  made  m~re  convenient  for  the  recipient  through  the  implemen- 
tation of  additional  screening  clinic  locations.    These  extra-neighborhood 
clinics  were  within  walking  distance,  8  to  10  blocks,  of  the  recipients' 
residence.    The  evaluation  of  this  demonstration  by  HSR  I  can  be  found  in 
the  "Evaluation  Report  (phase  3,  November  15,  1977)  and  final  Evaluation 
Report  (phase  4,  September  15,  1978)  EPSDT  Demonstration  in  an  Urban 
Setting,  Dallas,  Texas." 


Description  of  the  Sample 

There  were  3,684  residing  EPSDT  recipients  in  the  extra-neighborhood 
clinic  demonstration  sector  in  December  1976.    A  review  of  computerized 
EPSDT  recipients  indicated  that  over  80  percent  of  these  eligibles  (demon- 
stration sample  and  regional  program  recipients)  had  been  outreached,  and 
only  40  to  50  percent  of  these  had  been  medically  screened.    Data  for 
statistical  evaluation  of  extra-neighborhood  clinics  was  taken  from  40 
percent  of  the  eligible  population  or  1,417  recipients.    This  sample  is 
consistent  with  that  used  for  all  data  collected  by  the  project  during 
its  term. 

METHODOLOGY 
Administration 

Project  staff  delivering  EPSDT  services  to  demonstration  recipients 
were  supervised  organizationally  under  one  of  two  components,  i . e. ,  health 
coordination  or  direct  services.    See  figure  1: 
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The  health  coordination  staff  was  supervised  by  an  experienced  re- 
gistered nurse.    The  members  of  the  screening  team  were  comprised  of  a 
physician  consultant,  nurses,  volunteers,  driver,  and  clerk.    The  direct 
services  staff  were  supervised  by  an  experienced  social  worker.    The  staff 
consisted  of  all  project  casefinders  and  casemonitors .    This  organiza- 
tional structure,  which  administratively  divides  EPSDT  between  medical 
and  social  work  functions,  is  similar  to  that  used  throughout  the  state. 
The  project's  separation  of  these  functions  between  two  supervisory  units 
mirrored  the  state's  dual  program  administration  of  EPSDT  by  the  Depart- 
ment of  Human  Pvesources  and  the  Department  of  Health. 

During  the  first  six  months  of  the  extra-neighborhood  clinics  demon- 
stration, i>.e.,  January  thru  June  1977,  assigned  project  staff  were 
managed  under  this  structure.    Coordination  of  activities  was  carried  out 
through  joint  meetings  of  the  dual  units,  and  respective  supervisors,  and 
through  updated  daily  communications.    A  very  close  working  relationship 
existed  between  the  units.    This  collaboration  was  fostered  by  shared 
offices  and  responsibility  to  a  single  administrative  entity.  Nevertheless, 
coordination  of  the  various  facets  of  responsibility  and  activities  became 
time  consuming  and  generally  frustrating. 
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The  desire  for  a  more  economic  use  of  staff  and  for  their  increased 
satisfaction  in  activities  encouraged  a  rethinking  of  the  management 
structure  of  this  variable.    This  process  pin-pointed  the  significant  lack 
of  a  common  point-of-ref erence  between  the  units.    The  medically  oriented 
health  cooordinatiun  staff  advocated  the  medical  processes  as  paramount  in 
EPSDT,  while  the  social  work  staff  singled  out  the  number  of  recipients 
showing  for  a  clinic  appointment  as  the  most  important  element  in  the  pro- 
gram.   The  effect  was  for  staff  to  view  EPSDT  as  five  separate  and  distinct 
services:  three  belonging  to  medical  (screening,  diagnosis,  and  treatment), 
and  two  belonging  to  social  services  (outreach  and  follow-up). 

This  situation,  once  recognized,  became  an  opportunity  to  experiment 
with  the  management  structure  in  EPSDT.    A  desired  end  was  to  integrate 
better  the  five  EPSDT, subsystems,  and  to  foster  a  view  among  the  staff 
through  which  the  segmented  subsystems  could  become  a  more  workable  system. 
See  fig.  2  : 
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Chart 
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The  health  coordination  unit  was  selected  to  deliver  all  EPSDT 
components  of  the  extra-neighborhood  clinics:    outreach,  screening,  re- 
ferral for  diagnosis  and  the  treatment,  monitoring,  and  transportation. 
Their  responsibility  was,  in  effect,  the  full-range  of  EPSDT  services 
delivered  to  recipients  in  Dallas  zip  code  75215.    Additionally,  the  unit 
performed  all  support  activities  necessary  to  carry  out  these  services. 
These  included  the  use  of  volunteers  in  medical  screening,  development  of 
community  support,  provision  of  public  information  and  education,  and 
coordination  with  local  physicians,  dentists,  housing  and  urban  develop- 
ment organizations,  schools,  and  social  agency  groups.    The  diversity  of 
skills  present  in  this  unit  (two  nurse  practitioners,  a  public  information 
specialist,  volunteers  trained  in  EPSDT  and  social  services,  and  a  re- 
search assistant)  assured  the  potential  for  accomplishing  the  task.  In 
July  1977,  sector  C  outreach  and  follow-up  staff  were  transferred  to  the 
health  coordination  unit.  Supervision  of  all  extra-neighborhood  clinic 
staff  and  activities  was  conducted  by  the  nurse  responsible  for  the  unit. 
This  arrangement  continued  through  March  1978  when  the  demonstration  was 
concluded. 

Casef inding 


Casefinding  for  the  extra-neighborhood  clinics,  including  the  fixed- 
site  clinic  was  conducted  through  face-to-face,  in-the-home  contact  by  two 
indigenous  community  service  aides.    Assignments  were  divided  alphabetical- 
ly.   Each  aide  was  responsible  for  an  annual  caseload  of  approximately  700 
EPSDT  eligibles.    This  caseload  assignment  remained  stable  with  one  ex- 
ception, when  one  aide  resigned  and  the  replacement  was  in  training.  The 
aides  managed  their  caseloads  by  using  monthly  eligible  recipient  rosters 
prepared  by  the  project.    Outreach  was  conducted  by  subsector  the  week  pre- 
ceding the  scheduled  clinic. 

Recipients  who  missed  a  scheduled  screening  appointment  were  offer- 
ed another  until  three  appointments  had  been  made.  Those  who  failed  to 
keep  all  three  appointments  continued  to  be  eligible  for  EPSDT  screening 
by  request.    However,  active  outreach  was  closed  until  one  year  from  the 
first  missed  appointment.    This  was  necessary  for  controlled  evaluation 
of  project  data.    It  was  not  an  EPSDT  program  policy  of  the  state. 


Casemonituring 

Casemoni toring  for  the  neighborhood  clinic  was  conducted  through  face- 
to-face,  in-the-home  contact  by  a  technician  with  two  years  of  college,  who 
was  indigenous  to  the  community.    Copies  of  referrals  were  received  from 
the  screening  team  for  children  suspected  of  needing  further  diagnosis 
and  treatment.    The  casemonitor  then  contacted  the  recipient  parent  to 
explain  the  referral  and  to  offer  assistance  in  selecting  an  appropriate 
medical  resource,  obtaining  an  appointment,  and  providing  transportation 
when  necessary.    Referrals  were  monitored  through  completion  of  diagnosis 
and  treatment,  or  until  the  recipient  was  no  longer  eligible  for  services. 
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Children  who  lacked  current  immunization  status  were  also  monitored.  At 
the  time  that    extra-neighborhood  clinic  services  were  integrated  admini- 
stratively, the  casemonitor  was  assigned  specific  clinic  functions  and 
was  able  to  offer  immediate  referral  assistance.    This  arrangement  pre- 
vented a  3  to  5  day  delay  to  the  recipient.    Additionally,  the  monitor 
conferred  at  the  clinic  with  every  parent.    Screening  findings  were  dis- 
cussed, whether  further  diagnosis  was  needed  or  not. 

Transportati  on 

Transportation  was  provided  to  the  extra-neighborhood  clinics  to 
those  requesting  it.    A  van  assigned  to  the  project  was  driven  initially 
by  a  project  community  services  aide.    Subsequently,  a  clerk  was  hired  to 
drive,  and  case  aides  accompanied  to  assist  in  readying  the  family.  This 
two-person  transportation  team  later  was  discontinued.    Between  July  1977 
and  the  conclusion  of  these  clinics,  the  van  was  driven  by  a  case  aide. 
The  aide  continued  to  ready  recipients  for  appointments  rather  than  just 
"honking." 

Transportation  for  recipients  appointed  into  the  fixed-site  clinics 
at  Martin  Luther  King,  -Jr.  ,  Community  Center  was  arranged,  by  a  case  aid 
through  that  center's  system.    The  major  differences  oetween  the  two  trans- 
portations systems  are  shown  in  table  A  : 

TABLE  A 


Extra-Neighborhood  Clinic  Transportation  Systems 
Martin  Luther  King  Community- Center 
And  EPSDT  Project 


Extra-Neighborhood  Clinic; 
Subsectors  C-l  thru  C-6 


Martin  Luther  Kino  Fixed-Site 
Subsectors  C-7 


o    Provided  by  project  vehicle 
driven  by  outreach  worker 


o    Provided  by  community  center 
vehicle  driven  by  full  time 
dri  ver 


o    Worker  went  to  door  to 
summon  recipient 

o    If  recipient  could  not  keep 
appointment  worker  would 
arrange  a  new  appointment 
immediately  if  desired 

o    Recipient  was  asked  to  be 
ready  15  minutes  before 
appointment 


o    Driver  "honked"  to  summon 
recipient 

o    If  recipient  could  not  keep 
appointment,  no  action  by 
dri  ver 


o  Recipient  was  asked  to  be 
ready  as  much  as  one  hour 
before  appointment 


(continued) 
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TransDortation  (cont.) 


o    Children  would  be  taken  to 
school  after  screening  if 
distance  not  too  far; 
parent  returned  home. 


o    Returned  home  only 


Clinic  Locations  And  Schedule 


The  Martin  Luther  King  fixed-site  health  clinic  is  located  in  the 
Northern  part  of  sector  C  (appendix     exhibit  1).    In  order  to  determine 
the  placement  of  accessible  extra  clinics,  the  eligible  population  was 
plotted  on  a  sector  map.    The  sector  was  divided  into  seven  principal  areas. 
These  subsectors  were  based  on  clusters  of  the  eligible  population.  One 
subsector  was  served  by  the  fixed-site  clinic  (MLK).    Six  alternative  neigh- 
borhood clinics  were  established,  one  in  each  of  the  six  subsectors. 

Medical  screening  in  the  extra  clinics  was  performed  by  project 
staff.    It  was  hoped  orginally  that  the  established  Title  XIX  screening 
team  would  be  able  to  conduct  these.    Clinic  sites  included  local  churches, 
community  centers,  and  housing  projects.    The  desire  to  conduct  health 
clinics  at  selected  locations  in  each  subsector  was  discussed  with  the 
director  of  the  facility  considered.    Directors  generally  were  enthusia- 
tic  about  the  service,  eager  to  assist  the  project,  and  to  participate 
in  the  EPSDT    program.    Consequently,  they  were  willing  to  donate  space 
for  these  clinics. 

The  seven  subsectors  and  respective  clinic  sites  are  plotted  on  the 
map  in  appendix  3, exhibit  1,  and  listed  below  in  table  B. 


TABLE  B 


Extra-T'eighborhood  Clinic  Locations 


Subsector 


Location 


C-l 


Ervay  Baptist  Church 

Carver  Heights  Community  Center 


C-2 


YMCA 

St.  Phillips  Church 
Warren  Avenue  Church 


C-3 


Turner  Courts  Community  Center 
in  City  of  Dallas  Housing 
project 


C-4 


New  Hope  Baptist  Church 


(continued) 


Locations  fcont. ) 


C-5 


Hope  Community  Center 


C-6 


Rhoades  Terrace  Day  Care  Center 

in  a  City  of  Dallas  Housing  Project 


C-7 


Martin  Luther  King  Center 


All  Clinic  locations  remained  the  same  after  initial  selection  and 
approval,  with  exception  of  subsector  2.    After  three  clinics  at  the 
YMCA,  a  fee  for  building  use  was  implemented  because  of  the  center's 
financial  difficulties.    Approval  to  use  St.  Phillips  Church  for  screening 
was  obtained  readily.    One  clinic  was  held  there,  after  which  the  director 
was  notified  to  discontinue  all  building  use  since  the  church  was  being 
moved  to  a  new  location.    The  third  facility,  Warren  Avenue  Church  was 
used  for  the  remainder  of  the  extra-neighborhood  clinic  demonstration  in 
this  subsector.    This  church  had  not  been  used  previously  for  health 
services,  but  the  Sunday  school  rooms  made  excellent  screening  rooms. 

The  Ervay  Baptist  Church  subsequently  changed  ownership  and  became 
Carver  Heights  Community  Center.    This  facility  had  an  already  established 
small  clinic  area  which  was  used  routinely  by  well  baby  clinics  operated 
by  the  City  of  Dallas  Health  Department.    The  clinic  space  was  too  small 
to  consider  combining  the  screening  clinics  and  well  baby  clinics  on  the 
same  day. 

The  Turner  Courts  Community  Center  in  subsector  3  is  located  in  a 
City  of  Dallas  housing  project.  The  center's  recreation  room,  a  small 
auditorium,  was  used  for  screening.  This  area  was  divided  by  portable 
screens.    Noise  control  and  organization  in  this  facility  were  difficult. 

In  subsector  4,  the  New  Hope  Baptist  Church  was  used  for  screen- 
ing.   This  church  also  had  facilities  that  were  excellent  for  screening. 

The  Hope  Community  Center,  subsector  5,  was  an  adequate  facility  al- 
though the  individual  responsible  for  opening  the  facility  was  late  on 
three  occasions. 

The  Rhoades  TerraCe  Day  Care  Center,  subsector  6,  was  an  excellent 
facility  and  had  been  designed  and  used  previously  for  well  baby  clinics. 
This  center  also  is  located  in  a  City  of  Dallas  housing  project  with  a 
high  ratio  of  EPSDT  eligibles. 

Sixty  extra-neighborhood  clinics  were  held  during  the  15  months  of 
the  demonstration,  10  in  each  subsector  (C-l  thru  C-6).    During  January 
and  February  1977  extra  screening  clinics  were  held  at  the  same  location 
for  two  consecutive  weeks.    It  was  hoped  that  those  recipients  who  were 
unable  to  keep  their  appointment  at  the  first  weekly  clinic  would  be  able 
to  come  the  second  week.    Casefinders  reported  that  it  was  difficult  for 
them  to  outreach  recipients  for  clinics  held  back-to-hack  in  the  same 
location.    This  was  due  to  the  limited  number  of  research  sample  recipients 
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eligible  for  service  during  any  one  month.    Beginning  April  1977  and  con- 
tinuing through  the  remainder  of  the  demonstration,  all  extra  clinics 
were  held  in  consecutive  order  by  subsector.    This  procedure  varied  only 
when  agency  facilities  used  for  clinics  were  not  available  on  a  desired 
date. 


Medical  Screening 

The  extra-neighborhood  screening  team  consisted  of  two  registered 
nurses  (family  nurse  practitioners),  eleven  trained  National  Council  of 
Jewish  Women  volunteers  (NCJW),  a  registered  clerk,  and  a  van  driver.  A 
physician  under  contract  provided  additional  medical  consultation  to  the 
project  and  screening  team,  reviewed  screening  reports,  approved  immuni- 
zation and  tuberculosis  testing,  and  provided  additional  medical  train- 
ing requested  by  the  nurses. 

The  screening  team  administered  all  tests  required  by  EPSDT  state 
and  federal  guidelines: 

o  Medical  history 

o  Growth  assessment--!ieight ,  weight,  head  and  chest  circumference 

o  Development  assessment--Denver  Developmental  Screening  Test  (DDST) 

o  Hearing  assessment--puretone  impedance  bridge 

o  Vision  assessment--Snellen  20  feet  eye  chart 

o  Physical  examination  (by  nurse  practitioner) 

o    Blood  test--blood  lead,  FKEP,  hemoglobinopathies,  hemoglobin, 
RPR,  PKU 

o    Urine  tests--sugar,  albumin,  bilirubin  blood 

o    tuberculosis  testing 

o    Immunization  assessment  and  administration 
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The  recipient  flow  through  the  screening  process 


is  illustrated  as  follows: 


Registration 
Urine  Collection 


Medical  and 

immunization 

history 


Height,  weight, 
head  and  chest 
circumference 


Physical 
examination 
incl uding 


Vision  and 

hearing 

assessment 


Denver  Developmental 
Screening  Test 
[under  age  6) 


Exit  interview  with 
nurse  concerning 
screening  findings  and 
referral  when  appropriate 


Blood  test, 
TB  test  and 
immunizations 


EXIT  4- 


Ref erral 
assistance  by 
casemonitor 


Chart  check  and 
project  data 
collection  completed 


Vol unteers 


The  eleven  screening  team  volunteers  participated  in  social-cultural  and 
medical-technical  training  for  12  weeks  prior  to  implementation  of  the  neigh- 
borhood clinics.    The  social-cultural  training  was  conducted  by  a  consulting 
educational  psychologist.    The  outline  of  this  training  is  in  appendix  ex- 
hibit 2.    The  medical-technical  training  related  to  basic  screening  procedures 
was  provided  by  the  team  nurses.    Additional  training  in  methods  of  teaching 
preventive  dental  health  and  in  performing  hearing  screening  with  a  puretone- 
impedance  bridge  was  provided  by  a  certified  audiologist  from  the  Callier 
Center  for  Communication  Disorders  in  Dallas. 


Volunteers  assisted  with  the  following  screening  tests: 


o  Growth  assessment 

o  Developmental  assessment 

o  Hearing  assessment 

o  Vision  assessment 

o  Urine  testing 

o  Blood  collection 


It  is  significant  to  note  that  the  volunteers-carried  a  major  role  in 
providing  preventive  health  information  to  recipients.    The  nurse  supervisor 
prepared  guidelines  and  resource  information  for  the  volunteers  to  use  in  the 
clinic  setting.    These  guidelines  were  developed  to  assist  the  volunteers  in 
providing  accurate  and  consistent  information  to  the  health  care  recipient. 
This  guide  easily  could  be  adapted  for  other  preventive  health  care  situations. 
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The  major  objective  sought  to  improve  recipient  health  care  practices 
in  order  to: - 

o    Promote  optimum  health,  present  and  future 

o    Help  recipients  anticipate,  recognize,  and  meet  the 

medical  and  psychological  health  needs  of  themselves  and  their 
children,  and  to  help  recipients  actively  participate  in 
preventive  health  maintenance 

o    Promote  the  idea  that  prevention  of  a  health  problem  is 

physically,  economically  and  socially  beneficial  while  lack  of  it 
can  lead  to  physical,  economic,  and  social  problems 

Guidelines 

Areas  of  preventive  health  information,  fell  into  two  broad 
categories  as  demonstrated  in  table  C: 


TABLE  .C 


Areas  of  Preventive  Health  Information 


Physical  Care 


Psychosocial  Needs 


A.  Nutrition 

B.  Dental 


C.  Safety 

D.  Immunization 

E.  When  to  see  a  physician 

F.  Specific  health  problems 

1.  Lice 

2.  Impetigo 

3.  Diarrhea 

4.  Scabies 

5.  Colds 

6.  Ringworm 

7.  Seborrhea 

8.  Diaper  rash 

9.  Constipation 


C. 
D. 
E. 


Infant/child  stimulation 
Behavior  (discipline, 
toliet  training) 

Sex  education 
Drug  abuse 

Psychosocial  environment 


These  topics  were  discussed  with  the  recipient  and/or  parent  by 
screening  staff  at  the  appropriate  point  during  clinic  as  presented  in 
table  <D  . 
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TABLE  D 

Responsibility  for  Health  Instruction  at  EPSDT 
Extra-NeigHborhood  Screening  Sites 


Personnel 

Areas  of  Instruction 

Stage  of  Screen 

Registered  Nurse 

Skin  problems  (acne,  Ringworm, 

di  aper  rach ,  Etc . ) 

Physical  exam 

Scabies,  lice 

Physical  exam 

Specific  health  problems 

identified  on  physical  exam 

Physical  exam 

General  preventive  health 

education 

Physical  exam 

Sex  education 

Physical  exam 

Self  breast  exam 

Physical  exam 

Drug  abuse 

Physical  exam 

Volunteers/monitor 

Infant  stimulation 

DDST 

Nutrition 

Height/Weight 

Dental 

Dental 

Safety 

Vi  si  on 

Immuni  zation 

Lab 

Toliet  Training 

DDST 

Discipline 

DDST 

As  a  guide  to  the  preventive  health  educator  specific 
recipient  learning  objectives  were  defined.    The  evaluation  of  the  actual 
attainment  of  these  objectives  was  not  possible  because  of  project 
time  limitations.    Resource  materials  for  each  major  area  of  instruction 
are  presented  in  the  appendix  3  .    Objectives  which  were  identified 
by  project  staff  as  desirable  are  included  as  follows: 
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General  Preventive  Health  Education  (appendix3,   exhibit  3) 

1.  Parent  will  acknowledge  the  need  for  health  maintenance  exams 
and  bring  child  in  for  regular  check-ups. 

2.  Parent  will  obtain  all  necessary  immunizations  for  child. 

3.  Parent  will  bring  child  to  physician  between  regular  check-ups 
for  accute  problems  that  occur. 

4.  Parent  will  be  aware  of  health  care  facilities  available,  and 
how  and  when  to  use  them. 

Growth,  Development,  and  Behavior  (appendix  3, exhibit  4) 

1.  Parent  will  have  an  understanding  of  normal  growth  and  develop- 
ment patterns. 

2.  Parent  will  be  aware  of  appropriate  behavior  for  child  according 
to  age  and  development,  and  effective  way  to  discipline  their 
child  and  recognize  when  discipline  is  necessary. 

3.  Parent  will  be  aware  of  parent  education  programs  in  community. 

Infant  and  Child  Stimulation  (appendix  3>  Exhibit  5) 

1.    Parent  will  be  aware  of  ways  to  stimulate  the  infant  and  child 
in  ways  that  will  enhance  his  development. 

Nutrition  (appendix  3>  exhibit  6) 

1.  Parent  will  name  three  nutritious  snack  foods  to  substitute  for 
candy. 

2.  Parent  will  name  four  basic  food  groups  and  one  food  from  each 
group. 

3.  Parent  will  be  aware  of    any  food  groups  deficient  in  child's 
diet. 

Safety  (appendix  35  exhibit  7) 

1.  Parent  will  verbalize  home  safety  practices  presentally  observed. 

2.  Parent  will  review  safety  pamphlet  with  health  educator. 

Toliet  Training  (appendix  3,  exhibit  8) 

1.  Parents  will  verbalize  concerns  regarding  present  toilet  habits 
of  child. 

2.  Parents  will  be  aware  of  expected  behavior  when  beginning  to 
train  their  child. 

Dental  (appendix  3,  exhibit  9) 

1.    Parent/child  will  demonstrate   proper  brushing  technique  by  re- 
turn demonstration. 

(continued) 
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Dental  (appendix  3,  exhibit  9)  (Cont.) 


2.  Parent/child  will  state  why  it  is  imporatant  to  omit  sugar 
and  sweets  in  diet  in  regard  to  dental  care. 

3.  Parent/child  will  state  why  it  is  important  to  brush  after 
eating. 

4.  Parent/child  will  acknowledge  the  need  for  regular  check-ups 
with  a  dentist. 


Sex  Education  (appendix  3,  exhibit  10) 


1.  Parent  and  child  will  have  a  knowledge  of  normal  sexual 
development. 

2.  If  over  12  years  of  age,  the  recipient  will  be  aware  of 
agencies  for  family  planning  and  when  and  how  to  use  them. 

3.  If  over  12  years  of  age,  the  recipient  will  be  able  to 
identify  signs  and  symptoms  of  VD,and  where  to  seek  help. 

Drug  Abuse  (appendix  3,  exhibit  11) 


1.  Parent  will  be  aware  of  agencies  for  self-help. 

2.  Parent  will  be  aware  of  potentially  addicting  drugs. 

3.  Parent  will  be  aware  of  behavior  which  may  indicate  drug 
use  in  child. 


Prenatal     .  (appendix  3,  exhibit  12) 

1.  Pregnant  recipients  will  be  aware  of  the  need  to  begin 
prenatal  care. 

2.  Recipient  will  be    able  to  name    three  danger  signals  of 
problems  in  pregnancy. 

In  addition,  information  was  developed  concerning  specific  health  problems 
for  use  in  discussion  with  the  parent.  Information  sheets  were  given 
to  the  parent  for  an  in-home  reference.    This  information  was  especially 
useful  when  referrals  for  further  diagnosis  and  treatment  were  made, 
"lealth  Notes"  for  the  following  health  problems  are  included  in  appendix 
3,  exhibit  13  .    The  topics  are: 


0 

Home  Management  of  your  Child's  Cold 

0 

Constipation 

0 

Diarrhea 

0 

Diaper  Rash 

0 

Impetigo--Skin  Sores 

0 

Lice 

0 

Ringworm 

0 

Scabies 

0 

Seborrhea--Cradl e  Cap;  Dandruff 
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Professionally  prepared  pamphlets  were  also  distributed  to  recipients, 
and  reviewed  with  them  during  screening.    Those  used  by  the  project  dealt 
with  t^e  following: 

o  Asthma 

0    Care  of  the  Ears 
o  Hearing 
o    Dental  Problems 
o    Sickle  Cell  Trait 
o  Vision 

Verbal  health  information  provided  by  the  staff  was  reinforced  by 
written  material  for  the  family's  home  use.    Health  information  discussed 
with  the  recipient  was  determined  by  the  childrens'  ages  according  to  four 
age  groupings:    under  1  year,  1  to  5  years,  6  to  12  years,  and  12  to  21 
years.    The  topics  follow: 

Under  1  Year 

Educators  discussed  with  parent: 

1.  Immunization  (in  lab) 

2.  DDST  (in  DDST  room)  , 

3.  Infant  stimulation  guidelines  (DDST  room) 

4.  Normal  growth    nd  development,  growth  graph  and  expected 
^behavior  for  age  (in  DDST  room  or  after  height  and  weight 

graphed) 

5.  Safety  (after  vision  screened) 
Ages  1  to  5  Years 

Educators  discussed  with  parent: 

1.  Immunizations  (in  lab) 

2.  DDST  (in  DDST  room) 

3.  Infant  stimulation  (in  DDST  room) 

4.  Normal  growth  and  development  growth  graph  (in  DDST  room  or 
after  height  and  weight  graphed) 

5.  Safety  (after  vision  screened) 

6.  Nutrition  (after  vision  screened) 

7.  Dental    are  (after  lab) 

8.  Preventive  health  maintenance  (throughout  screening  process) 
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Ages  6  to  12  Years 

Educators  discussed  with  parent: 

1.  Mormal  growth  and  development,  growth  graph  (after  height 
and  weight  graphed) 

2.  Child  stimulation  guidelines  (after  height  and  weight  graphed) 

3.  Nutrition  (after  height  and  weight  graphed) 

4.  Preventive  dental  care  (in  lab) 

5.  Preventive  health  maintenance  (throughout  screening  process) 
Educators  discussed  with  child: 

1.  Dental  care  (after  lab) 

2.  Nutrition  (after  height  and  weight  graphed) 

3.  Need  for  regular  medical  and  dental  check-ups  (throughout 
screening  process) 

Ages  12  to  21  Years 

Educators  discussed  with  parent: 

1.    Interaction  between  parent  and  child  throughout  screening 
process . 

Educators  discussed  with  teenager: 

1.  Dental  care  (after  lab) 

2.  Nutrition  (after  height  and  weight  graphed) 

3.  Attitudes  toward  school  (after  hearing  test) 

Health  care  folders,  also  sorted  by  age  groupings,  which  contained 
a  health  screening  certificate  and  the  described  health  information 
pamphlets  were  given  for  each  recipient  child  on  completion  of  medical 
screening.  Parents  were  encouraged  to  keep  the  results  of  screening, 
health  records,  and  other  information  in  the  folder  for  future  reference. 
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Under  1  Year 

The  folder  contained: 

1.  DDST  chart  (see  attachments  for  sample) 

2.  Immunization  schedule  and  record 

3.  Letters  from  nurse  that  give  results  of  the  screen 

4.  Certificate  of  annual  health  screen 

5.  Preventive  health  literature-- 

A.  About  Baby's  Teeth 

B.  Diarrhea 

C.  Diaper  Rash 

D.  Infant  and  Child  Stimulation 

E.  How  They. . . Safely? 


Ages  1  to  5  Years 

For  this  age  the  folder  contained: 

1.  DDST  chart 

2.  Growth  graph 

3.  Immunization  schedule  and  record 

4.  Letter(s)  from  nurse 

5.  Certificate  of  annual  health  screen 

6.  Preventive  health  literature-- 

A.  Dental  Coloring  Book 

B.  The  ABCs  of  Good  Dental  Health 

C.  How  to  Brush  Your  Teeth 

D.  Toileting 

E.  Skin  Sores 

F.  Infant  and  Child  Stimulation 
Ages  6  to  12  Years 

The  enclosures  for  this  age  group  were: 

1.  Growth  graph 

2.  Hearing  graph 

3.  Letters  from  nurse 

4.  Certificate  of  annual  health  screen 

5.  Preventive  health  literature-- 

A.  ABCs  of  Dental  Health 

B.  Dental  Coloring  Book 

C.  How  to  Brush  Your  Teeth 

D.  [\!utrition--Basic  Four  Food  Groups 

E.  Infant  and  Child  Stimulation 
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Ages  12  to  21  Years 

Folders  for  young  adults  were  divided  according  to  sex.    The  ma- 
terials for  male/female  were: 

Female  Male 


1.  Hearing  graph 

2.  Letter(s)  from  nurse 

3.  Certificate  of  screen 

4.  Preventive  health 
1 iterature-- 


A. 

Family  Planning 

(pamphlet  and  card) 

B. 

VD 

C. 

Drug  Abuse 

D. 

How  to  Brush 

E. 

Self  Breast  Exam 

F. 

Job  training  pamphlet 

G. 

Seven  Warning  Signs  of 

Cancer 

H . 

Perils  of  Puberty 

1.  Hearing  graph 

2.  Letter(s)  from  nurse 

3.  Certificate  of  screen 

4.  Preventive  health 
1 iterature-- 


A. 

Family  Planning 

(pamphlet  and  card) 

B. 

VD 

C. 

Drug  Abuse 

D. 

How  to  Brush 

E. 

Job  training  pamphlet 

F. 

Seven  Warning  Signs  of 

Cancer 

A  glossary  of  medical  terminology  used  in  the  guidelines  and  re- 
source materials  also  was  developed  and  can  be  found  in  appendix  3, 
exhibit  14. 

Results 


Recipient  Participation  Rates 


Sixty  neighborhood  clinics  conducted  during  a  15  month  period  in- 
creased available  clinic  appointments  for  recipients  in  this  sector  by 
2,330.    The  initial  appointment  for  screening  was  kept  by  961  recipients, 
an  average  "first  appointment  made/kept"  rate  of  66  percent.    When  reci- 
pients failed  to  keep  the  first  appointment  and  were  reappointed  a 
second  or  third  time,  the  average  "show  rate"  increased  to  83.8  percent. 
The  projected  rate  of  participation  in  EPSDT  of  eligible  recipients  over 
a  twelve-month  period  using  one  initial  and  two  reappointment  oppor- 
tunities is  70  percent  ("Evaluation  Report  (phase  4)  EPSDT  Demonstration 
in  an  Urban  setting,  Dallas,  Texas,"  The  University  of  Texas  Health 
Science  Center  at  San  Antonio,  Health  Services  Research  Institute, 
October  15,  1978). 


"Percent  current"  included  those  under  age  6  screened  in  the  preceding 
12  months  and  those  age  6  to  20  screened  in  the  preceding  36  months. 
"Percent  not   current  are  those  recipients  who  have  not  been  screened 
within  these  periodicity  requirements.    An  average  of  59  percent  were 
"current"  and  19  percent  were  "not  current"  (see  appendix  3^ table  1). 
It  can  readily  be  seen  that  78  percent  of  this  sector's  eligibles  par- 
ticipated in  EPSDT  at  some  point  in  the  past  5  years. 
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Subsector  penetration  rates  in  this  zip  code  (appendix  3  , 
table  2)  are  based  on  the  January  14,  1978  computer  count  of  EPSDT 
eligibles  and  included  those  screened  between  April  1,  1977  and  March 
31,  1978.    The  highest  rate  of  program  penetration  (77  percent) 
occurred  in  subsector  C-4  (neighborhood  clinic  in  public  housing  pro- 
ject) and  the  lowest  (41  percent)  in  subsector  C-7  (MLK  fixed  site- 
clinic).    When  "fixed-site"  clinic  data  is  averaged  together  with  the 
neighborhood  site  data  the  penetration  rate  drops  to  59  percent. 

Table  E  presents  a  comparison  of  extra  clinics  and  fixed-site 
clinic  use,  and  further  demonstrates  the  difference  in  program  partici 
pat  ion  rates. 


TABLE  E 

Sector  C--Clinic  Utilization  By 
Demonstration  Sample  Population 
January  1977  --  March  1978 


Extra  Clinic  Fixed-Site  Clinic 


No.  of  clinics  60  49 

Available  appointments  2,330  * 

No.  scheduled  1,446  738 

Appointment  Utilization  rate  62%  * 

No.  showed  961  283 

Show  rate  66%  38% 


Reasons  for  the  difference  in  show  rates  at  extra  clinics  compared 
to  fixed-site  clinics  are  not  available  readily.    One  possible  explana- 
tion may  be  the  difference  in  responsiveness  of  the  two  transportation 
systems  previously  described. 


*      Approximately  100-120  screening  appointments  per  clinic  were  available 
at  the  fixed-site  (MLK)  clinic.    These  were  equally  available  to  both 
demonstration  sample  recipients  and  regional  program  recipients.  Workers 
scheduled  on  a  first-come,  first-serve  basis. 
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Extra  clinic  "show  rates"  increased  considerably  in  the  third, 
fourth,  and  fifth  quarters  over  the  first  and  second  quarters  (appendix 
3,    table  3).    A  significant  upward  trend  was  noted  after  the  close  of 
the  school  year  (3rd  quarter).    The  show  rate",  remained,  high  reaching  73 
percent  in  the  January-March  1978  fifth  quarter  as  compared  to  61  percent 
during  the    first  quarter  one  year  previously. 

An  assumption  is  that  recipient  acceptance  of  neighborhood  clinics 
had  been  established.    Sector  C  staff  noted  increased  awareness  of  neighbor- 
to-neighbor  publicity  about  these  clinics  as  well  as  parental  perception 
that  closer  clinics  meant  less  time  and  inconvience  (dressing,  travel, 
waiting)  for  them. 

The  restructured  management  of  staff  serving  sector  C  became  operat- 
ional at  the  beginning  of  the  third  quarter, July  1977,  when  all  EPSDT  func- 
tions were  placed  under  a  single  supervisor.    Outreach  monitoring  staff 
were  immediately  assigned  specific  responsibilities  at  medical  screening 
clinics.    Screening  staff  had  responsibility  for  delivery  of  specific  social 
service  components.    Communication/coordination  difficulties  resulting  from 
parallel  health  and  social  services  objectives  of  respective  medical  and 
casework  staff  began  drawing  closer.  Territorial  boundaries  quickly  eroded 
as  interdependence  became  crucial  to  success  in  either  area.    A  new  single- 
mindedness  grew  quickly  among  sector  C  staff  and  this  produced  a  "team" 
concept  in  carrying  out  EPSDT  services.    This  was  quite  different  from  their 
previous  frame  of  reference. 

Another  factor  noted  the  differences  of  casefinder  effectiveness  in 
terms  of  penetration  rates.    During  the  15  month  extra-neighborhood  clinic 
demonstration,  the  same  level  outreach  workers  conducted  casefinding.  The 
same  methods  were  employed  by  these  workers.  Recipients  whose  last  names 
began  with  A  thru  J  were  outreached  by  a  single  worker  during  the  test  while 
K  thru  Z  recipients  were  handled  in  consecutive  order  by  3  different  workers 
at  the  conclusion  of  these  clinics.    The  A  thru  J  penetration  rate  (appendix 
3     table  4)  was  44  percent  "current,"  12  percent  "not  current,"  and  14  percent 
never  screened  (appendix  3,table  5).    These  rates  are  compared  in  table  F 


table  ;;f 


Sector  C  Penetration 

Rates  by  Caseload  Assignment 

Caseload 

Percent 

Percent 

Percent 

Assignment 

Current 

Not  Current 

Never  Screened 

A-J 

43.8 

26.0 

30.2 

K-Z 

74.5 

11.7 

13.7 
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Differences  in  caseload  penetration  rates  cannot  be  attributed  to 
any  one  factor.    However,  differences  in  workers'  motivation  and  personal- 
ity seemed  to  be  significant  as  demonstrated  by  the  three  changes  in 
outreach  staff  handling  K  thru  Z  cases  over  the  15  months.    Each  time 
a  new  worker  took  over  the  caseload  a  high  degree  of  motivation  existed. 
Over  a  period  of  time  this  motivation  and  enthusiasm  seemed  to  decrease. 
In  the  A  thru  J  caseload  the  initial  motivation  was  present,  however 
the  worker  remained  with  the  same  caseload  for  15  months  and  the  moti- 
vational factor  appeared  to  reach  an  all  time  low  after  the  first  9  months. 


One  thousand  four  hundred  and  forty-six  recipients  (1,446)  were 
appointed  into  the  extra-neighborhood  clinics.    Seven  hundred  and  forty- 
six  (746)  (51.6  percent)  requested  transportation  and  700  (48.4  percent) 
did  not  request  transportation.    The  show  rate  for  those  who  requested 
transportation  was  33.7  percent  (488)  and  the  show  rate  for  those  who 
did  not  request  transportation  was  32.7  percent  (473)  as  demonstrated  in 
tabl^  G  . 


Transportation* 


TABLE  G 


Extra-Neighborhood  Clinics  Transportation 


r 


Rate  of  Request/Clinic  Show  Raj:e 


January  1977  thru  March  1978 


Recipients 


Show 


No  Show 


746  Requested  Transportation 


33.7 


17.9 


700  Did  not  request 
transportation 


32.7 


15.7 


^Summary  results  in  appendix  3,  table  6. 
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Screening* 

There  were  958  recipients  screened  in  the  extra-neighborhood  clinics 
from  January  1977  through  March  1978.    Recipients  screened,  according  to 
age  groups,  are  present  in  table  H. 

TABLF  H 

Recipients  Screened  by  Age  Groups 


Number 

Percent 

Under  1  year 

51 

5 

1  through  4  years 

240 

25 

5  through  14  years 

511 

54 

15  through  17  years 

97 

10 

18  through  20  years 

59 

6 

Totals 

958 

100 

Twenty-six  children  required  immunization,  approximately  3  percent 
of  the  total  population.    Tuberculosis  skin  tests  were  given  to  148  re- 
cipients, 15  percent  of  those  screened.    One  hundred  and  ninety  reci- 
pients were  referred  (appendix  3>table  7)  to  private  medical  providers 
for  further  diagnosis  and  treatment,  a  referral  rate  of  20  percent.  The 
highest  number  of  referrals  was  for  vision.    An  equal  number  of  males 
and  females  were  referred.    The  highest  referral  rates  were  for  reci- 
pients 5  through  14  years  of  age  (table  I).    Seventy-seven  percent  of  all 
referrals  were  for  recipients  under  15  years  old. 

TABLE "I 

Extra-Neighborhood  CI i nic--Ref erra1,  Summary 
January  1977  thru  March  1978 


'lumber 

Percent 

Under  1  year 

9 

.9 

1  through  4  years 

33 

3.4 

5  through  14  years 

105 

11.9 

15  through  17  years 

29 

3.0 

18  through  20  years 

14 

1.5 

Totals 

190 

19.8 

^Summary  results  in  appendix  3>table  7. 
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Screening  procedures  conducted  at  these  sites  comply  with  all 
federal  and  state  requirements.    In  addition,  the  project  team  provides 
dental  health  education  for  all  clinic  attendees  and  is  able  to  test 
hearing  levels  with  an  impedance  audiometer  which  presently  is  not 
available  to  screening  teams  throughout  the  state.    Although  sick  children 
are  not  frequently  seen  at  EPSDT  screening  clinics  in  this  area,  occasion- 
ally a  child  is  brought  in  needing  immediate  medical  attention.    The  avail- 
ability of  a  local  primary  provider  has  been  invaluable  to  both  parent 
and  child  in  these  instances,  e.g.,  in  one  incident,  a  child  who  would 
have  been  hospitalized  was  able  to  remain  at  home  with  medical  fodlow-up 
services  provided  by  the  nurse  screener. 


Volunteers 


The  eleven  NCJW  extra-neighborhood  clinic  volunteers  ranged  in  age 
from  25  to  70  and  were  either  parents,  grandparents,  or  great-grandparents. 
Although  not  gainfully  employed,  the  volunteers  were  all  qualified  pro- 
fessionals.   Six  had  bachelor  degrees,  one  had  an  associate  degree,  two 
were  certified  medical  laboratory  technicians,  one  was  an  oral  hygienist, 
one  had  legal  education,  and  one  business  administration  education. 

The  volunteers  contributed  over  1,200.  hours. of  service  including  train- 
ing and  clinic  time.    This  was  the  first  use  of  volunteers  as  medical 
screening  assistants  in  the  Texas  EPSDT  program.    They  performed  all  assign- 
ed functions  with  competence,  dedication,  and  enthusiasm  and  required  only 
minimal  supervision  after  the  first  few  clinics.    Volunteers  managed  their 
own  scheduling  at  clinics  and  developed  their  own  system  for  account- 
ability and  reporting. 

Interaction  between  volunteers  and  recipients  was  excellent  and  re- 
sulted in  very  creative  personal  services  for  recipients.    The  volunteers 
gave  their  services  at  clinics  because  they  desired  to  become  involved,  as 
opposed  to  "working  for  pay."    Some  of  the  many  positive  features  in  using 
volunteers  as  observed  by  enthusiastic  staff  are  included  here: 


1.  They  are  capable 

2.  They  are  dependable 

3.  They  are  concerned 

4.  They  can  provide  additional  services  that  might  other- 
wise not  be  funded 

5.  They  add  to  the  program  with  innovative  ideas 

6.  They  are  an  excellent  catalyst  for  change  in  program 

7.  They  often  have  accessibility  to  other  needed  resources 

8.  They  bridge  the  chasm  between  those  supported  by  "welfare" 
and  those  who  pay  for  the  support 


Volunteers  were  concerned  with  low  participation  in  EPSDT  and  per- 
ceived an  apathy  by  parents  regarding  the  EPSDT  program.    Their  frustrat- 
ion was  verbalized  to  project  staff  when  "no  shows"  left  them  unoccupied  at 
the  clinics.    Conferences  after  particularly  "trying"  incidences  were  con- 
sidered invaluable  by  staff  as  feed-back  and  appraisal  by 'nonbureapcrats 
with  substantial  knowledge  and  experience  of  inside  program  workings. 
Volunteers  are  felt  to  be  .'essential  for  this  reason  as  well  as  others. 
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SUMMARY 


The  average  rate  of  "Kept  appointments"  for  individual  neighbor- 
hood clinics  over  the  15  month  test  period  reached  84  percent.  Reci- 
pients were  given  up  to  two  additional  appointments  for  screening  if 
the  first  was  not  kept.    This  proved  significant  as  18  percent  of 
these  recipients  failed  to  show  for  first  appointment  but  did  keep  a 
second  or  third.    If  no  reappointment  had  been  made  show  rates  would 
have  averaged  66  percent. 

TABLE  J 
Screening  Clinic  Variances 
Sector  C 


Extra-Neighborhood  Clinics 

o    Staff  performing  tasks  related  to 
the  five  EPSDT  subsystems  are 
supervised  through  one  administra- 
tive entity: 
e  Project 

o    Transportation  is  an  integral 
function  of  the  screening  pro- 
cess.   It  is  provided  by  an  out- 
reach worker  who  is  part  of  the 
team.    This  worker  provides  a 
"timely"  pick-up  (a  few  minutes 
prior  to  appointment),  is  avail- 
able for  emergency  pick-up  and 
return,  and  when  possible  pro- 
vides immediate  feedback  regard- 
ing reasons  for  unkept  appoint- 
ments . 

o    Casefinding  and  casemonitoring 
staff  are  an  integral  part  of 
the  screening  team  clinic 
activities.  Assigned  tasks  are 
carried  out  during  medical 
screening.    Every  recipient  sees 
the  casemonitor  after  screening 
whether  a  referral  is  or  is  not 
made. 


Martin  Luther  King  Clinic 

o    Staff  performing  tasks  related  to 
the  five  EPSDT  subsystems  are 
supervised  through  two  different 
administrative  entities: 

•  Regional  DHR  program 

•  City  Health  Department 

o    Transportation  is  provided  by  the 
community  centers,  city  transit, 
taxi,  or  private  automobile. 
The  screening  team  has  no  manag- 
ment  of  the  transportation. 
Lengthy  waiting  periods  and  un- 
reliable services  are  experienced 
by  those  using  the  MLK  transporta- 
tion system. 


o    Casefinding  staff  have  no  clinic 
function  and  do  not  attend  screen- 
ing clinics.    One  referral  worker 
is  present  at  each  clinic  to 
facilitate  the  scheduling  of  those 
for  who  referrals  are  made  for 
diagnosis  and/or  treatment.  This 
worker  is  not  a  member  of  the 
screening  team  and  carries  no  other 
function  at  the  clinics. 
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The  percentage  of  sector  C  program  eligibles  participating  in 
EPSDT  over  a  12  month  period  reached  70  percent.    Prior  to  the  place- 
ment of  these  extra  clinics  in  this  area  participation  averaged  at 
40  percent  of  those  eligible. 

It  is  assumed  presently  that  "accessibility"  is  the  major  factor 
which  influences  the  extra  clinics.    This  is  based  on  parent  feedback  to 
staff  about  the  convenience  of  these  clinics.,  Some  heuristic  consider- 
ation of  other  possible  influences  are  outlined  in  table  0,  sector "C 
Screening  Clinic  Variances. 

The  six  rotating  EPSDT  clinics  in  zip  code  area  75215,  conducted 
by  the  project  between  January  and  March  1978,  were  placed  specifically 
in  six  target  areas  of  high  density  population. 

Conclusion 


Recipient  response  to  easily  accessible  clinics  (within  a  ten  block 
radius  of  eligible  population)  has  resulted  in  (1)  a  marked  decrease  in 
unkept  clinic  appointments,  (2)  lowered  screening  cost  due  to  more  effec- 
tive use  of  professional  medical  staff  time  and  higher  recipient  parti- 
cipation, (3)  increased  incorporation  of  local  citizen  support  and 
services,  i.e.,  volunteers,  media,  use  of  church  and  community  centers. 
The  need  for  a  thorough  examination  of  all  the  variable  elements  in- 
volved in  EPSDT  processes  carried  on  in  sector  C  is  critical  for  program 
planners  in  health  and  welfare  who  might  attribute  statistical  differences 
solely  to  increased  accessibility. 

The  continuing  availability  of  these  six  neighborhood  sites  for  EPSDT 
medical  screening  is  further  incentive  to  conduct  this  inquiry.    A  study 
using  department  EPSDT  staff  and  procedures  in  outreach  and  follow-up- 
together  with  the  City  of  Dallas,  Title  XIX  medical  screening  staff  and 
procedures  (at  the  six  neighborhood  clinic  sites  as  well  as  MLK)--would 
provide  the  necessary  basis  for  comparison  with  project  data.    The  effects 
of  "accessibility"  would  then  be  more  validly    established  as  would  the 
variable  factors  that  influence  "accessibility." 

Recommendations 


Based  on  the  findings  of  this  demonstration,  the  following  recommenda- 
tions are  offered: 

1.  Design     a  simplified/unified  management  system  on  regional/local 
level  for  operational  control  of  outreach,  transportation, 
screening,  daignosis/treatment,  and  follow-up: 

a.  Provide  one  common  location  for  offices  of  medical  and 
social  service  staff 

b.  Encourage  interdependence  of  medical  and  social  service 
staff  by  training  and  assigning: 

t    Medical  staff  in  social  service  functions 
•    Social  service  staff  in  clinic  functions 

c.  Provide  team  leaders  for  overall  management  of  EPSDT 
program  components 

2.  Provide  highly  accessible  screening  sites  at  clinic  or  neigh- 
borhood locations  within  a  10  block  radius  of  the  target  population. 
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3.  Provide  transportation  that  is  highly  responsive  to  recipients' 
needs,  flexible  in  scheduling,  and  under  the  direct  control  of  the 
clinic  supervisor 

4.  Use  indigenous  aides  in  outreach  and  follow-up 

5.  Develop  and  encourage  local  use  of  trained  volunteers  to 

•    assist  in  medical  screening 

t    provide  health  information/education 

e    secure  community  support 

6.  Further  study  through  controlled  methodology  the  effect  of 
individual  staff  characteristic  on  recipient  participation/non - 
participation 

7.  Continued  use  of  sector  C  neighborhood  cfinics  using  DHR  regional 
outreach/monitoring  methods  and  City  of  Dallas,  Title  XIX  screen- 
ing team 
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CHAPTER  2 
INCREASED  ACCESSIBILITY  —  PHASE  III 
IN-HOME  SCREENING 


I 


CHAPTER  2 

INCREASED  ACCESSIBILITY—PHASE  III 
IN-HOME  SCREENING 


The  third  phase  of  the  demonstration  to  increase  accessibility 
brought  screening  into  the  homes  of  those  recipients  who  had  been  deter- 
mined "hard  core"  EPSDT  nonparticipants .    Nonparticipants  selected  for  in- 
home  screening  either  had  failed  to  keep  previous  appointments  or  re- 
fused to  participate  in  1976  (phase  1)  and/or  1977  (phase  II). 

In-home  screening  was  conducted  between  January  and  March  1978.  In 
this  method,  casefinding,  screening,  and  monitoring  were  integrated  in 
a  single  contact.    The  major  objective  in .this  demonstration  was  to 
determine:    (1)  the  degree  of  acceptance  by  EPSDT  nonparticipants  of  in- 
home  screening;  (2)  the  healthiness  of  these  nonparticipants  as  compared 
to  program  participants;  and  (3)  the  cost-effectiveness  of  screening  in 
recipient  homes  compared  to  screening  clinics.    The  demonstration  design 
isolated  costs  involved  in  using  this  method  together  with  the  effects 
of  maximum  accessibility  on  program  participation  rates.    The  evaluation 
of  this  demonstration  by  HSRI  can  be  found  in  the  "Final  Evaluation  Re- 
port (phase  4)  EPSDT  Demonstration  in  an  Urban  Setting,  Dallas,  Texas, 
October  15,  1978,"  The  University  of  Texas  at  San  Antonio,  Health  Science 
Center,  Health  Services  Research  Institute. 


Description  of  the  Sample 

Criteria  used  to  determine  the  demonstration  sample  limited  partici- 
pation to  those  EPSDT  eligible  families  who  (1)  had  been  outreached  for 
EPSDT  screening  but  refused  or  failed  to  keep  from  one  to  six  screening 
appointments  during  1976  and/or  1977;  (2)  had  at  least  one  opportunity 
to  attend  an  extra-neighborhood  clinic;  (3)  were  still  eligible  for 
EPSDT;  and  (4)  lived  in  demonstration  sector  C, Dallas  zip  code  75215. 

Fifty-six  families  identified  from  an  HSRI  computer  roster  of  EPSDT 
eligibles  met  these  criteria.    A  computerized  cross-check  of  the  eligi- 
bility status  of  these  56  families  was  conducted  through  the  DHR  central 
data  center.    The  frequent  changes  in  EPSDT  eligibility  status,  recipient 
mobility,  and  the  time-lag  from  the  initial  outreach  effort  in  phase  I 
and/or  phase  II,  and  the  implementation  of  in-home  screening  necessitated 
this  cross-check.    This  cross-check  disclosed  that  only  28  of  the 
original  56  families  would  meet  the  "in-home"  criteria  in  January  1978 
(appendix  4  table  1),  primarily  because  families  had  moved  or  had  be- 
come ineligible    for  services.    These  28  remaining  families  were  comprised 
of  66  recipients  (approximately  2.36  persons  per  family),  whose  average  age 
was  9.3  years.    Twenty-five  recipients  were  under  age  6,  and  41  were  6 
through  21  years.    The  distribution  of  these  families  throughout  the  area 
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is  illustrated  in  appendix  4,  table  2,  according  to  sector  C  subsectors. 


Nonparticipation  Survey 

A  nonparticipation  survey  was  conducted  by  HSRI  prior  to  offering 
this  screening  opportunity  to  eligible  families.    This  survey  sought 

specific  reasons  for  nonparticipation  in  the  EPSDT  program  and  identified 
those  program  and/or  recipient  characteristics  which  affected  recipient 
participation  in  the  program. 

A  survey  questionaire  (appendix  4  ,  exhibit  1)  was  prepared  jointly 
by  HSRI  and  project  staff.    The  population  surveyed  included  the  group 
of  families  who  were  offered  EPSDT  services  in  1976  and/or  1977,  and  who 
refused  or  missed  appointments.    These  nonparticipants  were  compared 
with  a  control  group  of  EPSDT  families  who  were  (1)  screened  in  1976  but 
not  1977,  or  (2)  in  which  some  eligible  members  were  not  screened 
(partial  participants),  and  (3)  a  random  sample  of  EPSDT  families  in  which 
all  were  screened  in  1976  and/or  1977  (complete  participants). 

Interviewers  under  contract  to  HSRI  were  trained  in  the  following 

areas: 

o  Confidentiality 

o  Method  of  case  assignment 

o  Interviewer's  introduction  to  recipient 

o  Obtaining  informal  oral  consent 

o  Detailed  review  of  questionaire 

o  Interviewing  techniques 

o  Recording  responses 

o  Special  observations:    environment,  attitude,  etc. 

o  Interview  closure 

A  letter  (appendix    4,„  exhibit  2  )  of  explanation  was  sent  to  the 
interviewee  prior  to  the  surveyor's  visit.    Interviews  were  conducted 
through  question/answer  technique  after  the  respondent's  verbal  consent 
was  obtained.    The  results  of  the  survey  are  included  in  "Final 
Evaluation  Report  (phase  4)  EPSDT  Demonstration  in  an  Urban  Setting, 
Dallas,  Texas;"  Health  Services  Research  Institute,  The  University  of 
Texas  Health  Science  Center  at  San  Antonio,  Texas,  October  15,  1978, 
and  can  also  be  found  in  appendix  4  ,  exhibit  3  . 
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Methodology 


Casef inding 

The  in-home  staff  consisted  of  one  registered  nurse  (family  nurse 
practitioner)  and  one  casemonitor.    Working  as  a  team,  they  conducted 
recipient  contact  (casef inding) ,  screening,  referral,  and  monitoring. 
The  team  was  notified  of  families  eligible  for  in-home  screening  after 
the  nonparticipation  survey  was  completed.    The  nurse  then  sent  a  letter 
(appendix  4  ,  exhibit  4^  to  the  family  to  inform  them  of  the  opportunity 
to  receive  EPSDT  screening  at  home  and  to  notify  the  recipient  of  the 
home  visit  which  would  be  made  in  the  immediate  future.  Scheduled 
appointments  were  not  made  with  these  recipients  since  experiences  of 
outreach  workers  indicated  that  advance  appointments  for  a  home  visit 
produced  no  better  "at  home"  contact  rate  than  jnannounced  (drop-in) 
visits. 

Approximately  one  week  after  the  letter  of  notification,  the  nurse 
and  casemonitor  made  an  initial  contact  at  the  family  residence.  Visits 
were  made  at  the  time  of  day  that  seemed  most  appropriate  according  to 
the  ages  of  recipients  to  be  screened.    Families  that  had  pre-school 
children  were  visited  between  10:00  a.m.  and  2:00  p.m.    Families  with 
school  age  children  were  visited  about  the  time  the  children  were 
expected  to  return  home  for  the  day. 

At  least  three  attempts  were  made  to  see  personally  a  family  at  their 
home.    During  a  successful  face-to-face  contact,  recipients  were  immediate- 
ly screened  if  the  parent/caretaker  gave  consent.    An  appointment  to 
return  to  the  home  was  made:    (1)  when  eligible  children  were  not  present; 

(2)  when  the  parent/caretaker  was  not  present  to  give  permission;  and 

(3)  when  the  team  arrived  at  an  inconvenient  time  for  the  families. 
Families  not  contacted  after  three  attempts  were  sent  a  letter 
(appendix   '4,  exhibits),  or  left  a  note  requesting  they  call  to  arrange 
a  time  for  their  children  to  be  screened  at  home. 

Medical  Screening 

Medical  screening  was  conducted  by  the  registered  nurse  practitioner. 
The  monitor  performed  support  functions,  data  collection,  and  handled 
referrals.    It  was  originally  planned  that  the  monitor  would  perform  some 
screening  procedures,  i.e.,  height,  'weight,  vision,  and  hearing  testing. 
Mowever,  it  was  learned  that  medical  functions  and  support  functions 
each  consumed  the  same  amount  of  time,  and  appropriately  were  separated 
between  the  team  members.    Weight  and  height,  testing  of  vision  and  hear- 
ing, a  physical  examination,  immunizations,  determination  of  referrable 
problems,  and  completion  of  medical  history  and  screening  reports  together 
with  initiation  of  a  medical  referral  (when  indicated)  were  performed  by 
the  nurse. 
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Results 


ReciDient  Participation  Rates 

Sixteen  families  (57  percent)  consisting  of  34  recipients  eligible 
for  in-home  screening  were  contacted  (appendix  4.  table  3).    Fourteen  of 
these  families,  a  total  of  28  EPSDT  eligibles,  consented  to  an  EPSDT 
home  screen.    Ten  families  actually  were  screened.    Two  families  (6 
recipients)  refused  in-the-home  screening.    Twelve  families  (43  percent) 
could  not  be  located,  even  though  they  had  been  interviewed  in  the  non- 
participation  survey  at  the  same  location  one  to  three  weeks  previously. 
These  twelve  families  numbered  32  recipients,  or  48  percent  of  the  in- 
home  eligibles. 

The  ten  families  screened  in  the  home  consisted  of  21  eligibles  and 
only  one  of  these  recipients  was  not  screened  because  he  was  out-of  town. 
Six  of  these  families  were  contacted  and  screened  on  the  first  visit  to 
the  home.    Three  families  were  contacted  on  a  second  home  visit:  one 
family  was  screened  immediately;  two  requested  a  return  appointment  and 
were  screened  during  a  third  visit.    One  family  contacted  on  a  fourth 
home  visit  requested  a  screening  appointment,  which  was  missed.  However, 
a  second  appointment  was  arranged  and  kept.    A  summary  of  the  number  of 
contacts  required  to  accomplish  screening  is  in  appendix  4S  table  4.  It 
is  interesting  to  note  that  more  than  half  of  the  10  families  screened 
were  contacted  and  screened  on  a  first  visit,  and  that  only  three  families 
required  a  return  visit  after  the  initial  contact. 

Four  families  who  had  consented  to  in-home  screening  were  not  screen- 
ed.   Three  of  these  families  had  requested  appointments  but  were  not  home 
when  the  team  arrived.    Further  contact  attempts  were  unsuccessful.  The 
other  family  was  not  screened  (screener's  decision)  because  the  child  had 
multiple  medical  problems  and  was  under  continuous  monthly  medical  super- 
vision at  an  outpatient  clinic. 

Of  the  two  families  that  refused  home  screening  forthright,  one 
family  (with  1  eligible  recipient)  refused  to  participate  because  the  13 
year  old  mentally  retarded  child  was  under  medical  supervision.  This 
child's  EPSDT  eligibility  was  derived  from  Supplemental  Security  Income 
(SSI)  resulting  from  her  disability,  as  opposed  to  the  Aid  to  Families 
with  Dependent  Children  (AFDC)  program.    An  independent  study  conducted 
by  HSRI  revealed  that  EPSDT  recipients  who  received  SSI  benefits  were 
generally  under  medical  care,  and  for  these  children  EPSDT  is  a  redundant 
service.    The  other  family  (5  children:  ages  14,  13,  11,  9,  and  1) 
refused  in-home  screening  because  the  parent  stated  she  would  prefer  tak- 
ing the  children  to  a  regular  EPSDT  clinic  even  though  she  had  missed  at 
least  three  prior  appointments.    The  outreach  worker  was  notified  of  the 
recipient's  desire  for  another  clinic  appointment.    A  home  visit  and 
another  clinic  appointment  were  made.    The  clinic  appointment  was  not 
kept. 
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Screening  Equipment 


A  portable  screening  kit  was  designed  with . consideration  given  to 
weight  and  size.    All  supplies  needed  to  perform  a  routine  EPSDT  screen, 
except  the  audiometer  in  its  own  case,  were  stored  in  an  18"  X  12"  X  8" 
salesman's  sample  case.    The  completed  case  weighed  16  pounds.    The  only 
difference  between  the  equipment  used  for  in-home  screening  and  that 
used  for  clinic  EPSDT  screening  were:    (1)  a  10-foot  instead  of  a  20-foot 
eye  chart  was  utilized  due  to  limited  home  space;  and  (2)  a  light-weight 
bathroom  scale  and  wooden  carpenter's  rule  were  used  to  determine  height 
and  weight  measurements  instead  of  the  heavier  clinic  types. 

The  complete  contents  of  the  kit  included: 

Denver  Developmental  Screening  Test  (DDST) 

Sphygmomanometer 

Stethoscope 

Opthalmoscope 

10-foot  eye  chart  and  eye  cover 
Worth  4-dot  flashlight  and  glasses 
Penlight 
Flashlight 

Light-weight  bathroom  scales 
Carpenter's  rule 
Tongue  depressors 

Lab  supplies:    lancets,  blood  collection  vials,  paper  cups, 
urine  test  strips,  masking  tape,  alcohol, 
bandaides,  cotton  swabs 
Forms:    Screening  (Form  400) 

Problem  Referral  Sheets  (Form  402) 
Project  Supplemental  Data  Sheet  (Form  T  406) 
Consent  for  Release  of  Medical  Information  (Form  404) 
Health  information  pamphlets 
Balloons  and  lollipops 

Immunization  supplies  were  kept  cool  in  a  styrofoam  container  in 
the  team  automobile,  and  were  taken  into  the  home  only  when  a  child 
needed  immunizations. 


Casemonitori  ng 

The  monitor's  responsibilities  included  support  functions  consisting 
of  preliminary  preparation  of  forms,  obtaining  authorization  to  release 
medical  information,  completing  project  data  collection,  recording  the 
health  history  and  completing  referral  forms.    The  monitor  discussed 
referrable  problems  with  the  parent,  and  assisted  the  parent  to  obtain 
an  appropriate  source  for  further  diagnosis  and  treatment.  Appointments 
to  the  medical  provider  and  transportation  were  arranged  by  the  monitor. 
After  screening,  the  monitor  continued  to  check  with  the  recipient  and/or 
provider  to  offer  further  assistance  until  the  suspected  medical  problem 
was  resolved  or  under  medical  supervision,  or  until  the  recipient  became 
ineligible  for  EPSDT  services. 


65 


Health  Status  of  Home -Screened  Recipients 

Information  on  the  healthiness  of  EPSDT  nonparticipants  was  one  of 
the  concerns  that  prompted  the  in-home  screening  demonstration.  Three 
referrable  conditions  were  found  in  the  twenty  children  screened,  i.e., 
toeing-in,  vision,  and  vaginal  discharge.    The  presence  of  the  vision 
and  vaginal  discharge  conditions  already  were  known,  and  parents  intended 
to  see  a  physician  about  them.    A  referral  was  made  to  encourage  them  to 
follow  through  with  medical  care.    Monitoring  revealed  that  both  condi- 
tions required  treatment.    The  parent  of  the  child  with  a  toeing-in 
condition  was  not  aware  of  the  problem  and  was  willing  to  have  the  child 
checked  by  a  physician.    A  physician  subsequently  was  consulted  but  no 
treatment  was  recommended.    Immunizations  were  current  for  all  children 
except  one.    This  child    was  immunized  in  the  home,  completing  the  series 
for  his  age. 

Several  conditions  were  found  by  the  nurse  that  were  self-limiting 
or  did  not  require  referral  at  the  time.    These  included  "cold"  symptoms, 
small  umbilical  hernias,  and  overweight  conditions.    Two  of  the  children 
were  found  to  have  sickle  cell  trait,  and  the  parents  were  provided  with 
appropriate  printed  information  on  this  condition.    Five  children  had 
dental  caries.    Information  regarding  the  state's  dental  program  was 
provided,  and  a  request  for  dental  services  initiated.    Four  children  had 
problems  that  were  already  under  treatment:    (1)  wheezes,  (2)  headaches 
and  dizziness,  (3)  paraplegia,  and  (4)  asthma.    Five  children  were  found 
to  be  free  of  any  distinguishable  problems  and  were  classified  as  "well" 
children.    Table  5  in  appendix  4   presents  the  health  status  of  all 
recipients  screened  in  the  home. 

Summary 

The  sample  size  for  in-home  screening  was  too  small  to  draw  any 
significant  conclusions.    This  was  due  partially  to  the  success  of  the 
phase  II  extra-neighborhood  clinics,  and  partially  the  result  of  the 
state's  imposed  constraint  of  offering  in-home  screening  only  to  those 
who  previously  had  been  outreached,  and  were  nonparticipants  in  1976 
and/or  1977. 

There  were  28  families  eligible  for  in-home  screening.    Ten  of  these 
families,  a  total  of  20  recipients,  were  screened  in  the  home.    Three  of 
the  recipients  (15  percent)  had  referrable  problems;  two  of  the  problems 
required  treatment  and  one  did  not  require  treatment.    The  average  cost 
of  screening  in  the  home  was  $47.00. 

Conclusion 

Due  to  the  limitation  of  sample  size  increases  in  program  par- 
ticipation rates  using  the  in-home  screening  method  for  non-participants 
it  is  difficult  to  project  what  effect,  if  any, -this  method  has  on  re- 
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c i pi ent  participation  rates.    As  in  other  outreach  methods,  the  diffi- 
culties lie  more  in  contacting  the  recipients  rather  than  the  recipients 
willingness  to  participate  in  the  program.    Once  nonparticipants  are  con 
tacted,  60  to  70  percent  can  be  expected  to  be  screened  in  their  home. 
Their  healthiness  is  similar  to  that  of  program  participants.    The  high 
rates  of  program  participation  achieved  by  additional  neighborhood 
clinics,  the  "good"  health  status  of  the  recipients  screened  in  their 
home,  and  the  cost  of  in-home  screening  indicate  that  in-home  screening 
should  be  utilized  only  in  unusual  circumstances. 


Recommendations 

Based  on  the  findings  of  this  demonstration,  the  following  re- 
commendation  is  offered: 

In-home  screening  should  be  used  only  in  unusual  situations. 
Other  methods  of  screening  should  be    first  considered.    When  in-home 
screening  is  employed,  the  method  of  casefinding  should  be  determined 
according  to  the  density  of  the  population.    In  most  instances  casefind- 
ing should  precede  screening  so  that  a  judicious  appointment  schedule 
can  be  arranged  for  the  screening  team  (2  persons),  which  allows  for 
15  to  20  children  to  be  screened  daily. 
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CHAPTER  3 
YOUNG  ADULT  CLINICS 


CHAPTER  3 


YOUNG  ADULT  CLINICS 


In  response  to  concerns  expressed  at  the  federal  level  regarding  the 
health  status  of  adolescents  and  their  low  participation  rates  in  the 
EPSDT  program,  a  specially  designed  young  adult  screening  clinic  (YAC) 
was  developed  for  EPSDT  eligibles,  ages  13  to  21,  and  tested  between 
October  1976  and  June  1977.    The  objective  of  the  young  adult  clinic 
demonstration  was  to  add  an  incentive  to  teenage  EPSDT  recipients  that 
would  improve  their  participation  in  the  medical  screening  program. 

The  many  life  changes  that  occur  during  the  adolescent  years — sexual 
maturation,  leaving  home,  assuming  adult  roles,  finding  employment, 
higher  education,  etc. --present  the  potential  for  mental  and  physical 
problems  as  well  as  social  problems.    In  recognition  of  these  potential 
problems,  as  well  as  the  low  participation  rate  in  EPSDT  by  the  13  to  21 
year  age  group  (about  one-third  the  rate  of  younger  age  groups),  ten 
Dallas  agencies  delivering  youth  services  agreed  to  cooperate  with  the 
EPSDT  research  and  demonstration  project  to  provide  young  adult  screening 
clinics  for  the  EPSDT  program. 

One  EPSDT  clinic  day  per  month  was  dedicated  to  the  young  adult  clinic 
demonstration.    The  first  three  clinics  (October,  November,  December 
1976)  were  used  as  a  pretest  and  were  flexible  in  trying  different 
approaches  to  resolve  coordination  problems  among  the  agencies.    The  six 
clinics  conducted  between  January  and  June  1977  completed  the  controlled 
testing  of  this  demonstration.    The  evaluation  of  the  young  adult  clinic 
demonstration  by  HSR  I  can  be  found  in  "Evaluation  Report  (phase  3)  EPSDT 
Demonstration  in  an  Urban  Setting,  Dallas,  Texas,  November  15,  1977." 


Description  of  the  Sample 

During  the  planning  period  July  thru  September  1976  there  were 
preliminary  discussions  of  the  proposed  young  adult  clinic  with  recipient 
parents  and  children,  as  well  as  with  representatives  of  medical  and 
human  services  professions.    The  discussions  identified  one  general 
assumption  about  teenagers  and  its  effect  on  their  participation  in  EPSDT 
or  acceptance  of  health  care.    The  assumption  was  that  teenagers  most 
prefer  situations  in  which  peer-group  support  is  strong  and  at  which 
their  attendance  constitutes  a  majority,  hence,  situations  in  which 
parent/sibling  relationship  is  minimal  or  absent.    Based  on  this  assump- 
tion, the  validity  of  which  is  now  questionable,  the  young  adult  clinics 
were  developed  to  exclude  children  0  to  13  and  parents/caretakers,  unless 
they  were  within  the  defined  13  to  21  age  group. 

Therefore,  the  sample  included  eligible  teenagers  living  in  four  of 
the  demonstration  zip  codes  served  by  a  City  of  Dallas  Health  Department 
clinic.    This  clinic  delivered  a  broad  range  of  health  services,  including 
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EPSDT,  to  area  residents  at  a  centrally  located  facility.    For  consistency 
in  data  collection  the  demonstration  sample  comprised  40  percent  of 
eligible  recipients,  however,  participation  in  this  clinic  was  open  to 
100  percent  of  all  eligible  teenagers  in  the  designated  area.    This  was 
accomplished  through  the  cooperative  efforts  of  the  state's  regional 
EPSDT  program  in  Dallas. 

The  eligible  population  totaled  6,911.    The  demonstration  sample  (40 
percent)  totaled  2,658  eligibles  (ages  0  to  21)  of  which  802  were  young 
adults  (ages  13  to  21).    The  evaluation  report  by  HSR  I  is  based  only  on 
data  from  the  demonstration  sample. 


Methodology 
Casef inding 

Outreach  Workers 

Outreach  for  the  monthly  young  adult  clinic  was  accomplished  by 
face-to-face,  in-the-home  contact  of  families  having  recipients  ages  13 
to  21.    Prior  to  visiting  the  home  the  caseworker  sent  specially  designed 
letters  to  the  parent  or  caretaker  (appendix  5,  exhibit  1)  and  also  to 
the  teenage  members  (appendix  5  ,  exhibit  2)  explaining  the  availability 
of  a  special  clinic  for  young  adults.    During  the  subsequent  home  visit 
by  the  outreach  worker  the  additional  young  adult  services  were  explained 
to  the  parent  and/or  teenager.    It  was  also  explained  that  the  parent  did 
not  have  to  attend  the  clinic  as  long  as  they  sent  written  consent  that 
authorized  the  screening.    The  caseworker  made  appointments  and  arranged 
transportation  for  those  who  requested  it. 

Approximately  three  days  prior  to  the  scheduled  appointment  the 
assigned  outreach  worker  sent  follow-up  letters  (appendix  5  exhibits 
3  and  4)  to  remind  both  the  parent  and  child  of  the  scheduled  appointment. 
Those  who  failed  to  keep  their  appointments  were  recontacted  until  (1)  an 
appointment  was  kept—maximum  of  three  appointments  made,  (2)  they  were 
no  longer  eligible,  (3)  they  were  not  locatable,  or  (4)  they  refused 
another  scheduled  appointment.    Project  outreach  methods  used  in  case- 
finding  of  young  adults  differed  only  in  the  addition  of  specially 
designed  outreach  letters — as  opposed  to  DHR's  standard  form  letters—and 
in  explaining  additional  services  available  at  the  young  adult  clinic. 


Volunteers 

Special  outreach  to  nonparticipating  young  adults  was  made  by  teen- 
age volunteers  who  already  had  attended  one  of  the  young  adult  clinics. 
These  volunteers  worked  at  the  project  office  the  day  prior  to  a  scheduled 
young  adult  clinic.    They  were  given  a  copy  of  the  clinic  appointment 
schedule  that  included  names,  ages,  and  phone  numbers  of  those  appointed 
to  the  clinic.    The  volunteers  then  made  a  telephone  contact,  if  possible, 
to  remind  those  scheduled  of  their  appointment,  answer  questions,  and 
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relate  positive  feelings  about  the  clinic  services  in  order  to  encourage 
attendance. 


Schools 

Posters  were  exhibited  in  local  schools  at  nursing  stations  and  high 
traffic  areas  such  as  hallways  and  stairwells.    School  involvement  was 
limited  due  to  concern  for  the  confidentiality  of  welfare  recipients.  A 
longer  period  of  testing  YAC  would  have  enabled  the  project  to  work  out 
an  agreement  with  the  school  district  to  use  teenage  advisory  groups  and 
councils  in  those  schools  with  a  high  density  of  EPSDT  eligibles  and  to 
resolve  the  confidentiality  problem.    Casefinding  of  young  adult  recipients 
through  the  schools  could  have  provided  an  unusual  opportunity  to  encourage 
knowledge  and  use  of  health  services  through  peer  group  support. 


Media 

Two  radio  stations  serving  the  area  broadcast  public  service 
announcements  (appendix  5,  exhibit  5)  that  stressed  the  importance  of 
preventive  health  screening  and  provided  information  on  the  services 
available  to  young  adults.    These  announcements  (15,  30,  and  60  seconds 
in  length)  were  broadcast  at  different  times  during  the  day  for  five  days 
prior  to  each  YAC.    This  service  was  initiated  in  January  1977  and 
continued  through  the  demonstration  period. 


Casemoni toring 

Individuals  suspected  of  having  a  medical  problem  requiring  further 
diagnosis  and  treatment  were  given  referrals  immediately.    A  casemonitor, 
present  at  the  clinic  discussed  the  referrable  problem  with  the  recipient 
and  assisted  in  obtaining  an  appointment  with  an  appropriate  medical 
provider.    Transportation  was  also  arranged  when  needed.  Casemonitoring 
was  continued  until  the  recipient  (1)  completed  treatment,  (2)  refused 
further  diagnosis  and  treatment,  (3)  became  unlocatable,  or  (4)  became 
ineligible  for  services.    This  procedure  followed  standard  demonstration 
methods  used  by  casemonitoring  staff  as  described  in  more  detail  earlier 
in  this  report. 


Participating  Agencies 

Throughout  the  nine  young  adult  clinics,  medical  screening  was 
conducted  by  the  Dallas  City  Health  Department's  Title  XIX  EPSDT  staff 
in  their  usual  manner.    Ten  Dallas  agencies  provided  additional  screening, 
counseling,  and  referral  services  at  no  additional  cost  to  the  project. 
Interagency  agreements  in  the  form  of  letters  of  commitment  defined 
objectives  and  functions  of  each  participating  agency  as  related  to  the 
young  adult  clinic  demonstration  (appendix  5,  exhibits  6  thru  14).  The 
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following  is  a  listing  of  the  agencies  that  participated: 

o  Alcoholics  Anonymous;  Al-Ateen 

o  Dallas  County  Mental  Health  and  Retardation;  COCARE  Program 

o  Dallas  City  Health  Department;  Nutrition  Program 

o  Dallas  City  Dental  Health  Program 

o  Dallas  County  Community  College  District;  Education 

Opportunity  Center 

o  Texas  A  &  M  University  System;  Expanded  Nutrition  Program 

o  University  of  Texas  Health  Science  Center  at  Dallas; 

Maternal  Health  and  Family  Planning  Program 

o  Hope  Cottage,  Childrens  Bureau,  Inc. 

o  Texas  Employment  Commission 

o  Dallas  City  Health  Department;  Venereal  Disease  Control 


Pretest 

Clinic  Organization 

The  first  three  clinics  (October  thru  December  1976)  served  as  a 
pretest.    Outreach  and  scheduling  of  appointments  was  limited  to  recipients 
ages  13  to  21.    During  this  period  120  appointments  were  available. 
Private  examination  rooms  were  provided  for  Family  Planning  and  Venereal 
Disease  Control  as  well  as  the  Title  XIX  Screening  Team.    All  other 
participating  agencies  were  located  at  stations  in  a  large  waiting  area 
(appendix  5  '  figure  1 ) . 

Participant  Survey 

During  the  pretest,  recipients  were  asked  to  complete  a  two  part 
questionaire  regarding  attitudes  about  the  clinic  and  general  knowledge 
about  available  community  services.    Results  (appendix  5,  exhibit  15)  of 
the  questionaire  revealed: 

o    Young  recipients  liked  the  way  they  were  treated  by  clinic 
staff. 

o    They  liked  the  amount  of  explanation  received  during  their 

clinic  experience, 
o    They  liked  the  idea  of  a  special  clinic  for  young  adults, 
o    They  preferred  females  to  males  and  nurses  to  doctors  for 

the  physical  examination, 
o    The  majority  preferred  to  attend  clinic  with  their  family. 

Some  preferred  being  accompanied  by  a  friend,  and  only  a 

small  minority  felt  comfortable  attending  alone, 
o    About  half  of  those  surveyed  had  some  knowledge  of  the 

services  offered  by  the  agencies  represented. 
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allotment  of  appointments  between  regional  and  sample  recipients  remained 
constant.    Placement  of  participating  agencies  at  the  clinic  site  was 
revised  to  facilitate  privacy  during  counseling  (appendix  5,  figure  1). 
Young  adult  clinic  appointments  were  made  for  all  ages  (0  to  21),  provided 
at  least  one  family  member  was  between  13  and  21,  however,  casefinding 
continued  to  be  dedicated  to  the  13  to  21  year  old  age  group.    The  recom- 
mendation to  discontinue  the  recipient  survey  was  adopted. 

One  clinic  test  was  added  to  the  usual  EPSDT  medical  screening 
process  at  young  adult  clinics.    The  Title  XIX  screening  team  collected 
urine  specimens  for  culturing  from  female  recipients  aged  13  to  21  as  well 
as  performing  the  usual  "dip  stick"  test.    This  new  test  was  made  due  to 
evidence  that  the  frequency  rate  of  asymptomatic  urinary  tract  infections 
in  young  females  is  high. 

These  changes  in  process  and/or  procedure  that  resulted  from  the 
pretest  evaluation  meeting  and  subsequent  private  conferences  remained 
constant  through  the  remainder  of  the  YAC  demonstration.    This  assured 
six  months  of  consistent  and  valid  collection  of  data  regarding  penetra- 
tion rates,  and  problem-referral/case-completion  rates  specific  to  this 
recipient  age  group. 


Results 

Participating  Agencies 

The  activities  of  the  ten  agencies  and  the  results  of  their  partici- 
pation in  YAC  are  summarized  as  follows: 


Al-Ateen 

Literature  only  was  available,  and  the  COCARE  representative  handled 
referrals  for  Al-Ateen.    Al-Ateen  provided  assistance  to  young  adults 
having  difficulty  dealing  with  alcoholic  relatives.    The  one-to-one,  teen- 
buddy  system,  under  adult  supervision,  is  a  service  branch  of  Alcoholics 
Anonymous.    Results  of  recipient  contact  through  YAC  was  not  made  avail- 
able to  the  project. 


Dallas  County  Mental  Health  and  Retardation;  COCARE  Program 

COCARE  provided  assistance  through  counseling  on  interpersonal, 
personal,  drug,  and  alcohol-related  problems.    The  COCARE  representative 
introduced  the  recipient  to  the  agency's  function,  referred  individuals 
for  appropriate  services,  and  provided  crisis  intervention.    The  results 
of  referrals  initiated  by  COCARE  at  the  YAC  were  not  shared  with  the 
project  for  reasons  of  confidentiality. 
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Dallas  City  Health  Department;  Nutrition  Program 


A  nutritionist  provided  assistance  with  diet  assessment,  weight 
problems,  diet  problems  and  diet-connected  medical  problems.    A  Dietary 
Intake  Survey  (appendix  5^  exhibit  16)  was  conducted  to  evaluate  the 
eating  habits  of  selected  overweight  young  adults.    A  final  report  sub- 
mitted by  this  agency  noted  that  the  YAC  concept  was  excellent  but  time- 
consuming  for  the  recipient.    It  was  felt  that  teenagers  were  rushed, 
and  probably  confused  by  the  different  agencies  with  which  they  came  in 
contact.    Nutritional  counseling  also  was  noted  to  be  time-consuming  and 
could  be  better  accomplished  away  from  the  clinic.    Recipients  needing 
nutritional  counseling  were  referred  to  the  City  Health  Department 
Nutrition  Program  with  specific  appointments  for  counseling.    Feedback  to 
the  project  noted  that  recipient  follow-through  was  poor. 


Dallas  City  Dental  Health  Program 

The  Dallas  City  Dental  Health  Program  provided  dental  care  demonstra- 
tions, instructions  on  brushing  and  flossing,  information  on  when  to  see 
a  dentist,  and  general  dental  health  education  on  an  individual  and  group 
basis.    Free  toothbrushes,  dental  floss,  disclosure  tablets,  toothpaste, 
and  pamphlets  were  distributed  to  the  recipients.    The  final  evaluation 
from  this  program  noted  the  absence  of  a  private  place  for  recipients  to 
practice  the  oral  hygiene  methods  on  which  they  received  instruction. 
Those  with  severe  dental  problems  or  pain  were  appointed  to  dental  care 
by  this  program.    According  to  the  report,  none  kept  their  appointments. 
The  agency  representative  was  not  aware  that  a  DHR  referral  worker  was 
present  at  all  EPSDT  screenings  to  assist  recipients  in  scheduling  dental 
care  through  the  EPSDT  Dental  Program. 


Education  Opportunity  Center 

The  Education  Opportunity  Center  (EOC),  a  Dallas  County  Community 
College  District  Program,  provided  counseling  and  assistance  to  individuals 
wishing  to  apply  for  vocational  or  college  grants.    Young  adults  at  the 
clinics  showed  only  limited  interest  in  this  service. 


Expanded  Nutrition  Program 

The  Expanded  Nutrition  Program  (Texas  A  &  M  University  Agricultural 
Extension  Program)  provided  in-the-home  counseling  concerning  nutrition, 
cost-effective  food  buying,  low-cost  meal  preparation,  and  diet  counseling 
for  pregnant  or  nursing  women.    Appointments  for  in-home  instruction  were 
made  at  YAC.    Sixty-five  recipients  were  seen  at  the  clinic.  Eighteen 
enrolled  in  the  instructional  program  on  food  buying,  cookingv  and 
nutrition. 
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University  of  Texas  Health  Science  Center  at  Dallas;  Maternal  Health  and 


Family  Planning  Program 


The  Maternal  Health  and  Family  Planning  Program  provided  birth  control 
counseling,  sex  education,  male/female  birth  control  methods,  pelvic  exam- 
inations, pap  smears,  and  pregnancy  tests.    A  nurse  clinician  and  social 
worker  interviewed  131  recipients.    Sixty-seven  were  counseled  on  birth 
control.    Twenty-four  were  already  using  a  method  of  birth  control.  Five 
received  a  birth  control  method.    Six  were  counseled  concerning  puberty 
and  hygiene.    Twenty  were  referred  to  a  family  planning  clinic  for 
additional  requested  services.    A  final  report  by  family  planning  personnel 
noted  insufficient  privacy  to  counsel  at  the  young  adult  clinics. 
Generally,  recipients  referred  for  Family  Planning  services,  and  who  were 
already  familiar  with  this  agency,  kept  their  appointments.  Younger 
recipients,  and  those  previously  unfamiliar  with  the  Family  Planning 
Agency,  had  a  low  rate  of  kept  referral  appointments. 


Hope  Cottage 

The  Children's  Bureau  provided  counseling  for  single  parents,  for 
children's  behavioral    problems,  parenting  sessions,  and  foster  care 
services.    Parenting  classes  were  of  particular  interest  to  many  female 
recipients.    However,  the  number  who  actually  registered  was  unavailable. 


Texas  Employment  Commission 

The  Texas  Employment  Commission  (TEC)  provided  job  placement  informa- 
tion, Job  Corps  referrals  and  information,  and  information  on  labor 
market  training  programs,  unemployment  insurance,  and  apprentice  programs. 
Job  and  career  counseling  was  also  available.    This  agency  primarily 
worked  with  those  18  and  above.    Recipients  attending  YACs  were  primarily 
under  age  18  and  this  agency's  commitment  of  staff  to  YAC  could  not  be 
justified  in  terms  of  cost  and  effectiveness.    Participation  was  dis- 
continued December  1977. 


Venereal  Disease  Control 

Venereal  Disease  Control  (Dallas  City  Health  Department)  provided 
counseling  and  venereal  disease  information  and  pelvic  physical  examina- 
tions for  hernia,  tumor,  and  venereal  disease.    The  venereal  disease 
investigator  was  available  one-half  day  at  each  clinic.  Twenty-seven 
male  recipients  were  interviewed.    Physical  examination  of  nine  males  who 
requested  the  service  was  provided.    Two  of  these  recipients  were 
referred  to  the  central  venereal  disease  control  clinic  for  further 
testing. 


At  the  conclusion  of  the  young  adult  clinic  demonstration,  the 
participating  agencies,  Dallas  regional  EPSDT  program  staff  and  the  City 
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of  Dallas  Health  Department  Title  XIX  screening  team  were  asked  for  feed- 
back on  the  YACs.    A  questionaire  was;  developed  to  assist  agencies  with 
feedback  and  to  provide  confidentiality  when  desired.    The  results 
(appendix  5,  exhibit  17)  indicated: 

o    Representatives  felt  that  the  YAC  concept,  in  general, 
was  successful .. .from  the  viewpoints  of  both  recipients 
and  agencies. 

o    A  major  criticism  was  free  recipient  flow  through 

various  "stations"  and  resulting  "disorganization"  which 
provided  a  less  than  desired  atmosphere  for  some  agency 
representatives. 

o    Outreach  staff,  by  a  ratio  of  5  to  2,  noted  the  increased 
participation  of  this  age  group  as  a  result  of  YAC. 

o    By  a  ratio  of  5  to  2  interagency  staff  noted  a  desire  to 
participate  in  any  further  teenage  clinics. 

o   Agency  staff  noted  satisfaction  in  being  well  received 
by  YAC  recipients  as  well  as  the  other  service  agencies 
represented,  but  by  a  ratio  of  7  to  6  noted  that  treat- 
ment by  city  and  state  staff  was  "indifferent." 

Dallas  Region  EPSDT  program  staff  felt  that  outreach  was  better 
accomplished  through  the  "family"  approach  as  contrasted  to  the  individual 
teenager  participation,  as  parents  generally  expressed  the  desire  that 
all  their  children  be  screened  at  one  time.    The  demonstration  staff 
noted  that  development  of  a  program  in  which  several  agencies  as  well  as 
community  interests  are  involved  is  a  time-consuming  task.    It  was  felt 
that  such  a  diverse  but  cooperative  effort  must  mature  gradually  so  that 
operations  run  smoothly  and  with  a  high  degree  of  effectiveness.  The 
time  allowed  the  project  in  the  YAC  demonstration  was  insufficient  to 
accomplish  this  end. 


Recipient  Participation  Rates 

Information  regarding  nondemonstration  recipients  who  were  outreached 
by  the  regional  EPSDT  program  for  YAC  clinics  may  have  interest  for 
program  planning  staff  and  provide  implications  for  further  study.  This 
section  will  therefore  discuss  the  results  of  YAC  participation  including 
the  regional  program  recipients  as  well  as  demonstration  sample  recipients. 

Eight  hundred  and  ten  recipients  were  appointed  to  YACs  (appendix  5  , 
table  1),  of  which  demonstration  sample  recipients  (373)  comprised  46.05 
percent  (appendix  5,  table  2).    Rates  of  "show-for-screen"  for  all 
recipients  and  all  ages  ranged  from  32.6  percent  in  November  1976  (2nd 
YAC)  to  76.8  percent  at  the  final  YAC,  June  1977,  averaging  50.2  percent 
during  the  nine  months  of  testing.    Rates  of  "show-for-screen"  for  all 
recipients  between  the  age  of  13  and  21  ranged  from  a  low  25.9  percent  to 
a  68.3  percent,  an  average  of  46.6  percent  during  the  nine  month  test. 
This  data  is  exhibited  in  appendix  5,  table  1. 

Specific  "show-for-screen"  rates  for  the  demonstration  sample 
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recipients  scheduled  through  demonstration  methods  ranged  from  18.2 
percent  at  the  second  YAC,  November  1976,  to  77.1  percent  in  February 
1977,  an  average  rate  of  50.9  percent.    An  average  of  55.8  percent  of 
sample  recipients  who  showed  were  between  ages  13  to  21.    The  average 
show  rate  for  the  demonstration  sample  (ages  13  to  21)  was  47.5  percent 
during  the  nine  month  period  as  shown  in  appendix  5,  tables  2  and  3. 

Two  further  attmpts  were  made  to  reappoint  those  demonstration 
recipients  who  failed  to  show  for  the  original  appointment.    First  appoint 
ments  were  kept  by  49  percent  of  demonstration  sample  young  adult 
recipients  (appendix  5,  table  4).    Only  27  of  those  teenage  recipients  who 
missed  their  first  appointment  agreed  to  a  second  scheduling  and  8 
actually  showed-f or-screen.    No  eligible  young  adult  or  their  family 
consented  to  being  reappointed  for  a  third  time.    This  may  have  been  be- 
cause they  were  not  contacted  again  as  a  result  of  the  limited  testing 
period  or  that  they  preferred  attending  the  next  regular  clinic  instead 
of  waiting  a  month  for  another  YAC. 

The  "show-f or-screen"  rates  for  the  regional  program  recipients 
scheduled  into  the  young  adult  clinics  ranged  from  28  percent  in  January 
1977  to  83.6  percent  in  June  1977,  an  average  show  rate  of  49.4  percent. 
An  average  of  51.6  percent  of  the  regional  recipients  who  showed  were 
between  ages  13  to  21.    The  average  show  rate  for  regional  recipients 
(ages  13  to  21)  was  45.7  percent  during  the  nine  month  period  as  shown  in 
appendix  5,  tables  5  and  6. 

The  show  rates  for  the  demonstration  sample  recipients  was  only 
slightly  higher  than  the  show  rates  for  regional  program  recipients.  This 
difference  was  not  significant  even  though  the  demonstration  outreach 
methods  were  more  intense  than  program  methods  as  previously  discussed. 


Volunteers 

Young  adults  who  had  been  screened  at  the  YAC  served  as  telephone 
volunteers  from  December  1976  through  June  1977.    The  data  in  table  7 
(appendix  5   contrasts  the  show  rates  for  recipients  (regional  and  project 
all  ages)  contacted  by  telephone  and  those  not  contacted. 

The  show  rate  of  those  who  had  this  peer  contact  by  telephone  the  day 
before  the  clinic  was  67  percent.    The  recipients  who  could  not  be 
contacted  had  a  show  rate  of  34  percent.    Therefore,  those  contacted  by 
peers  had  a  97  percent  higher  show  rate  than  those  not  contacted  by  peers. 


Urine  Culture  Results 

Urine  cultures  were  completed  on  79  adolescent  females  between 
December  1976  and  May  1977.    The  testing  media  used  was  Uricult,  CLED/EMB, 
distributed  by  Medical  Technology  Corporation,  Hackensack,  New  Jersey. 
The  cost  was  less  than  $1.00  per  test. 
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Transportation 


Because  of  the  high  frequency  of  recipients  not  utilizing  requested 
transportation  and  failing  to  show  for  their  appointments ,  a  survey  was 
conducted  during  the  third  clinic  (December  1976).    Those  who  had 
requested  transportation,  but  were  "no  shows"  were  at  home  but  refused 
the  ride  for  various  reasons:    one  had  overslept;  one  was  mistaken  about 
the  appointment  time;  four  wanted  to  change  their  appointments  for  non- 
stated  reasons;  one  had  no  reason. 


Pretest  Evaluation 

At  the  end  of  the  pretest,  the  project  conducted  a  meeting  of 
agencies  to  evaluate  the  pretest  activities  and  provide  input  to  assist 
the  project  in  planning  for  the  following  six  month  controlled  demonstra- 
tion.   Individual  conferences  also  were  conducted  with  each  agency.  One 
concern  voiced  by  agencies  represented  was  the  low  number  of  recipients 
attending  the  first  three  clinics.    For  some  this  was  not  a  cost-effective 
utilization  of  their  time.    However,  a  general  concensus  was  expressed 
regarding  the  validity  of  the  YAC  services  and  the  importance  of  inter- 
agency participation,  especially  when  clinics  were  well  attended.  Recom- 
mendations provided  to  the  project  for  improving  teenage  use  of  the  clinics 
included: 

o    Clinics  near  or  in  schools 

o    Clinics  planned  in  coordination  with  schools 

o   Radio  spot  announcements 

o    Endorsement  of  and  attendance  at  the  clinics  by  local 

celebrities  with  teenage  following 
o    Awards  for  participation,  e.g.,  health  certificates 
o    Publicity  and  endorsement  by  local  high  school  newspapers 
o    Lowering  the  age  for  attendance  to  10  years 

Another  concern  of  the  agencies  was  the  aforementioned  recipient 
survey.    It  was  noted  that  this  questionaire  was  difficult  for  the  teen- 
ager to  complete  and  was  too  time  consuming,  often  delaying  the  transpor- 
tation schedule.    It  was  also  noted  that  some  of  the  recipients  might  have 
felt  threatened  by  the  "testing"  nature  of  the  instrument. 

A  third  concern  involved  the  clinic  limitation  to  those  age  13  to  21. 
It  was  noted  that  dedication  of  young  adult  clinics  to  the  13  to  21  year 
olds  exclusively  was  unacceptable  to  many  teenagers  and  parents  (also 
noted  by  the  young  adults  who  completed  the  questionaire).    A  request  was 
made  to  extend  the  young  adult  clinics  to  all  ages  and  this  was  accomplish- 
ed during  the  controlled  demonstration  period. 


Controlled  Demonstration 

The  controlled  demonstration  of  YAC  took  place  January  thru  June  1977 
with  one  dedicated  clinic  each  month  at  the  same  location.    Number  and 
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Initially  62  (78.5  percent)  of  the  79  tested  had  negative  cultures 
and  17  (21.5  percent)  had  positive  cultures  (over  100,000  colony  count). 
An  attempt  was  made  to  retest  the  17  recipients  who  had  positive 
cultures.    Ten  returned  for  retest,  four  of  which  were  positive,  and  six 
were  negative.    Seven  with  positive  tests  did  not  return  for  retest. 
This  resulted  in  a  total  of  68  recipients  with  negative  tests.  Eleven 
had  positive  tests.    Four  of  these  tests  were  confirmed  positive  by  a 
retest  (appendix  5,  table  8). 

Nine  of  the  eleven  recipients  with  positive  tests  were  referred  for 
further  diagnosis  and  treatment.    The  results  of  follow-up  is  known  for 
two  of  those  referred;  one  was  confirmed  to  have  a  urinary  tract  infection 
and  treated  and  the  other  was  found  to  be  free  of  urinary  tract  infection. 
The  seven  remaining  recipients  referred  for  further  diagnosis  failed  to 
keep  their  appointments. 

The  number  of  recipients  in  this  sample  is  not  adequate  to  make 
definitive  conclusions.    Nonetheless,  one  (1.3  percent)  of  the  recipients 
had  a  confirmed  asymptomatic  urinary  tract  infection  and  nine  (11.4  per- 
cent) had  positive  cultures  and  unconfirmed  infection.    Based  or  this 
data,  a  projection  can  be  made  that  12  to  13  percent  of  this  adolescent 
female  population  can  be  found  to  have  asymptomatic  urinary  tract  infec- 
tions.   These  results  should  encourage  further  consideration  for  including 
urine  culture  screening  of  female  adolescents  as  a  component  of  routine 
medical  screen. 


Summary 

Ten  agencies  provided  screening,  counseling,  and  referral  services 
specific  to  the  assumed  needs  of  adolescents  in  addition  to  the  routine 
EPSDT  services.    The  objective  was  to  provide  an  incentive  which  would 
encourage  young  adults  to  participate  at  a  higher  rate  in  the  EPSDT 
program.    The  services  of  participating  agencies  were  not  highly  utilized, 
and  kept  appointments  for  agency  referrals  were  low.    The  kept  (screening 
clinic)  appointment  rate  for  sample  recipients  (ages  13  to  21)  from 
January  through  June  1977  was  59.2  percent.    This  resulted  in  an  annu- 
alized program  participation  rate  of  young  adults  at  only  28.4  percent. 
This  does  not  represent  an  increase  in  the  participation  rate  of  those 
ages  13  to  21  as  compared  with  the  previous  six  months.    The  evaluation 
of  this  demonstration  by  HSR  I  can  be  found  in  the  "Evaluation  Report 
(phase  3)  EPSDT  Demonstration  in  an  Urban  Setting,  Dallas,  Texas, 
November  15,  1977,"  The  University  of  Texas  Health  Science  Center  at  San 
Antonio,  Health  Services  Research  Institute. 

Combined  show  rates  (of  those  age  13  and  above)  of  demonstration  and 
regional  recipients  note  an  upward  trend  during  the  nine  month  term  of  YAC, 
the  highest  occurring  in  February  and  June  1977.    The  significant  rate  of 
increase  from  the  January  clinic  (26.7  percent)  to  February  (68.3  percent) 
could  be  attributed,  in  part,  to  public  service  announcements  of  YAC  by 
two  local  ratio  stations,  and  the  renewed  efforts  of  regional  and  project 
outreach  staff,  as  well  as  telephone  volunteers.    There  also  were  numerous 
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meetings  with  casefinding  staff  during  January  regarding  these  clinics. 
It  is  postulated  that  the  upward  trend  which  began  in  March  and  continued 
through  June  has  more  validity  as  a  potential  indicator  in  projecting  EPSDT 
participation  rates  through  these  methods.    Significant  for  program 
planners  is  whether  the  increase  in  YAC  participation  rates  of  teenage 
recipients  reflects  a  seasonal  variation  with  consequent  decrease  during 
traditional  "school"  months  or  whether  this  rate  would  stabilize  at  a 
monthly  rate  of  50  to  70  percent  throughout  the  year.    An  assumption  could 
be  made  that  higher  show  rates  for  young  adults  would  have  been  achieved  by 
offering  these  specialized  services  during  the.  summer  months.    A  longer 
period  of  testing  the  YAC  vehicle  for  improving  teenage  participation  in 
medical  screening  would  have  provided  data  for  more  conclusive  findings. 


Conclusion 

The  multiagency  young  adult  clinic  demonstration  did  not  increase 
show  rates  or  participation  rates  of  the  adolescent  EPSDT  eligible.  How- 
ever, the  participating  agencies  felt  the  concept  had  potential  and  would 
be  cost-effective  if  the  services  became  more  highly  utilized.    The  peer 
contact  of  the  scheduled  recipient  by  telephone  as  a  reminder  of  the  clinic 
appointment  had  a  significant  impact  on  show  rates. 


Recommendations 

Based  on  the  findings  of  this  demonstration,  the  following  recommen- 
dations are  offered: 

1.  Replication  of  the  young  adult  clinic  concept  in  another  urban 
area. 

2.  Provide  opportunities  for  young  adults  to  receive  EPSDT  screening 
in  conjunction  with  their  participation  in  other  health  screening 
programs,  i.e.,  schools  and  family  planning  programs. 

3.  Develop  a  method  to  implement  recipient  peer-group  outreach. 

4.  Provide  screening  and  treatment  at  the  same  location. 

5.  Include  urine  culturing  as  a  screening  component  for  adolescent 
females . 
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CHAPTER  4 


COMPREHENSIVE  PATIENT  ASSISTANCE 

The  Comprehensive  Patient  Assistance  (COMPASS)  research  and  demon- 
stration variable  was  modeled  after  the  highly  successful  EPSDT  program 
at  the  Inman  Christian  Center  (ICC)  in  San  Antonio,  Texas.    The  population 
served  by  the  Inman  Center  is  an  ethnica-ly  homogenous  Mexican-American 
community  with  a  high  density  of  AFDC  recipients.    The  center  provides 
EPSDT  services  to  eligible  recipients  under  a  contract  with  the  Department 
of  Human  Resources  (DHR)    Title  XIX  medical  screening  is  performed  by  the 
San  Antonio  Metropolitan  Health  District.    Outreach  and  follow-up  is  con- 
ducted by  ICC  staff  hired  from  the  immediate  community. 

The  center  is  well  established  in  the  community  and  is  the  recognized 
facility  for  residents  to  obtain  health  and  social  services.    Programs  are 
conducted  in  a  highly  personalized  manner  and  efforts  are  made  to  reduc 
barriers  that  may  hinder  recipients  from  obtaining  the  maximum  bene*]' 
services.    The  average  "show-for-screen"  rate  is  in  excess  of  80  percent. 

DHR  Medical  Services  staff  expressed  an  interest  in  testing  the  Inman 
Center  EPSDT  methodology  in  an  area  of  the  state  comparable  in  recipient 
density  but  different  in  recipient  ethnicity.    The  desired  purpose  of 
testing  was  to  obtain  information  that  would  help  isolate  the  possible 
reasons  for  the  center's  high  show-for-screen  rates.    Reasons  that  were 
postulated  for  ICC  show  rates  included:    the  service  delivery  methodology 
in  outreach/follow-up;    the  closely  coordinated  management  of  all  five  EPSDT 
s  ubsystems,  and  recipient  participation  in  EPSDT  services  based  on  social/ 
cultural  acceptance  of  Inman  Center;  some  combination  of  these  factors;  or 
other  reasons  applicable  to  service  delivery  concepts. 

The  Dallas  project  offered  to  replicate  Inman  methods  to  the  extent 
possible.    The  project  target  area  recipient  population  in  sectors  A  and  B 
provided  the  necessary  density  and  socioeconomic  homogeneity.    The  ethnicity 
of  recipients,  the  majority  of  whom  were  black,  provided  an  appropriate 
difference  to  ICC's  Mexican-American  population. 

Factors  that  could  not  be  replicated  by  the  project  included:  (1) 
contractural  relationship  between  the  Inman  Center  as  a  private  nonprofit 
corporation  with  a  public  agency  (DHR)  based  on  quid  pro  quo  dollars  for 
uni ts-of-service;  and  (2)  establishment  of  the  centrally  located  office  at 
the  medical  screening  facility  for  outreach/follow-up  staff. 

Staff  conducting  this  test  in  the  Dallas  project  included  two  Community 
Service  Aides  (CSAs)  indigenous  to  the  community,  and  two  welfare  workers 
(PWWs)  who  lived  outside  the  research  area.    Casefinding  and  casemonitoring 
activities  were  combined  in  and  performed  by  each  worker,  from  initial  out- 
reach to  conclusion  of  treatment. 


The  ICC  computes  show  rate  by  dividing  the  number  of  persons  screened  by 
the  number  of  persons  scheduled,  minus  all  cancellations.    The  EPSDT 
project  did  not  deduct  cancellations  from  the  number  scheduled  to  obtain 
its  COMPASS  show  rate. 
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METHODOLOGY 


Casef inding 

Forty  percent  (2,700)  of  the    recipient  families  living  in  demonstra- 
tion sectors  A  and  B,  Dallas  zip  codes  75203,08,16,  and  24,  were  selected 
to  participate  in  the  COMPASS  variable.  See  appendix  6  for  scatter  map. 

The  initial  outreach  contact  was  made  in  a  face-to-face  visit  at  the 
recipient's  home.    During  this  visit  EPSDT  services  were  explained  and 
offered,  including  family  planning  and  dental  services.    If  the  parent/ 
caretaker  agreed  to  have  the  eligible  children  screened,  the  screening 
appointment  was  made.    A  follow-up  contact  by  letter  or  phone  was  made 
a  day  or  two  prior  to  the  scheduled  screening  as  a  reminder. 


Transportation 

Provision  of  adequate  transportation  was  a  necessary  ingredient  for 
COMPASS.    COMPASS  staff  delivering  EPSDT  in  sectors  A  and  B  had  three 
sources  of  transportation  available:  the  local  bus  system  contracted  by 
DHR  medical  transportation,  a  contracted  medical  transportation  company, 
and  a  project  vehicle. 

The  DHR  provider  assigned  one  vehicle  (a  van)  and  driver  to  each 
EPSDT  clinic  for  transportation.    The  DHR  regional  EPSDT  workers  were 
assigned  to  assist  the  recipients  and  the  driver  on  clinic  day.    The  DHR 
provided  bus  tickets  to  recipients  for  medical  appointments.    These  were 
used  for  EPSDT  clinics  if  the    clinic  was  located  near  a  bus  route.  The 
project  van  provided  transportation  when  problems  arose  with  other  re- 
sources, or  when  last  minute  requests  were  made.    This  van  was  operated 
by  one  of  the  COMPASS  staff  members. 


Screening 

The  EPSDT  medical  screening  was  conducted  by  the  City  of  Dallas,  Ti  - 
tie  XIX,  EPSDT  medical  screening  team.    Clinics,  attended  by  recipients 
included  in  this  demonstration  were  held  at  a  City  Health  Department 
facility  located  in,  sectors  A  &  B,  the  A.  Harris  Center. 

Screening  clinics  were  held  at  this  location  once  each  week.  In 
addition,  a  local  church  or  community  was  used  once  each  month  as  a 
special  clinic  site.    One  of  the  screening  clinics  was  held  at  a  Lion's 
Club  facility  each  month.    These  clinics  (4  or  5  per  month)  were  dedicated 
either  to  COMPASS  recipients  or  regional  program  recipients.  Generally, 
the  project  was  allocated  3  clinics  each  month  for  this  demonstration . 
Seventy-five  appointments  were  available  per  clinic.    At  the  clinic  sites, 
recipients  were  registered  by  workers  or  clerks.    COMPASS  staff  assisted 
the  screening  staff  in  completing  the  forms. 
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While  the  child  was  being  screened,  the  casef i nder/monitor  discussed 
family  health  care  with  the  parent.    Screening  results,  with  the  excep- 
tion of  the  blood  and  urine  tests,  were  known  by  the  end  of  the  examinati 
Lab  results  were  later  recorded.    The  parent  received  a  copy  of  the 
completed  results  of  the  child's  screening. 


Casemoni toring 

When  a  referral  for  diagnosis  and  treatment  was  made  at  the  time  of 
the  screen,  the  worker  was  able  to  confer  immediately  with  the  parent 
about  the  suspected  problem.    Since  it  was  an  opportune  time  to  schedule 
diagnosis  and  treatment,  appointments  were  often  made  while  recipients 
were  still  at  the  screening  site.    A  medical  referral  for  a  child  whose 
parent  did  not  attend  the  clinic  was  discussed  with  the  parent  during  a 
home  visit.    Referrals  resulting  from  lab  work  were  also  handled  through 
home  visits  when  possible.    Appointments  were  made  during  this  visit. 
Follow-up  phone  calls  and  letters  were  sent  as  reminders  to  keep  the 
scheduled  appointments.    The  worker  later  contacted  the  parent  to  discuss 
the  results  from  the  doctor  and  to  assist  in  scheduling  further  appoint- 
ments if  necessary.    Information,  i.e.,  date  of  contact,  appointments 
scheduled,  results  of  diagnosis/treatment,  and  any  other  pertinent  infor- 
mation concerning  the  recipient's  health  status  were  documented  for  entry 
into  the  402  system  for  tracking  recipient  use  of  EPSDT  services. 
Recipients  were  urged  to  use  a  private  medical  provider  of  their  choice. 
However,  the  majority  of  children  referred  in  this  demonstration  were 
served  by  Children's  Medical  Center,  a  private,  nonprofit  hospital  that 
provides  a  wide  range  of  treatment  services  and  is  frequently  thought  of 
as  part  of  the  county  hospital,  which  is  adjacent  to  it. 

Dental  services,  explained  during  the  initial  outreach  home  visit, 
were  requested  by  the  worker  through  the  health  department.  Approval, 
based  on  periodicity  and  eligibility  when  received,  was  transmitted  to 
the  recipient  parent  by  the  worker  through  phone  or  letter.    A  dental 
appointment  was  then  scheduled  by  the  worker  with  a  local  provider  chosen 
by  the  recipient.    A  follow-up  contact  either  with  the  recipient  or 
dentist  was  made  to  determine  which  initial  appointments  were  kept.  Ad- 
ditional dental  visits  were  then  managed  by  the  recipients. 

RESULTS 

The  COMPASS  variable  was  specifically  designed  to  reproduce  the  ICC 
methodology  of  casefinding  and  casemonitoring,  medical  screening,  and 
diagnosis  and  treatment  components  of  EPSDT--in  order  to  test  replicabil- 
ity  in  an  ethnically  different  urban  population  of  recipients.  Major 
differences  between  ICC  and  COMPASS  were  shown  to  occur  in  the  areas  of 
staffing  and  transportation.    The  following  graphically  demonstrates  the 
compari  son: 
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Comparison  of  EPSDT  Service  Delivery: 
Inman  Christian  Center  and  COMPASS 


Inman  Christian  Center 


COMPASS  -  EPSDT  Special  Project 


EPSDT  Outreach  Subsystem 


o  In-home,  face-to-face  contacts 
o    Phone  calls  for  follow-up 

o    Contact  for  family  planning, 
dental,  medical  screening 

o    Use  of  state  outreach  form 
o    Send  dental  cards  for  approval 


o    Face-to-face,  in-home  visits 

o    Letters  and  phone  calls  for 
fol low-up 

o    Contact  for  family  planning, 
dental,  medical  screening 

o    Use  family  contact  form  for 
HSRI  data  collection 

o    Send  dental  cards  for  approval 


EPSDT  Medical  Screening  Subsystem 


o    Performed  by  San  Antonio 
Metropolitan  Health  District 


o  Workers  attend  clinic  o 
o    Recipients  registered  by  worker  o 


o    Workers  serve  as  bilingual 

interpreters  for  screening  team 

o    Registration  forms  (Form  400s) 
completed  by  worker 


o    Medical  referrals  discussed  at  o 
the  clinic  by  recipient/worker 

o    Worker  transports  recipient  when  o 
possible  using  van  or  driver  from 
ICC  transports  recipients  to 
screening 

o    Mother  must  attend  clinic  o 

o    Screening  results  given  to  mother  o 
at  the  clinic  site 


Performed  by  Title  XIX 
screening  team,  City  of  Dallas 
Health  Department 

Workers  attend  clinic 

Recipients  registered  by  clerk 
or  worker 

Bilingual  interpretation  not 
necessary 

Registration  forms  (Form  400s) 
completed  by  worker  or  clinic 
clerk 

Medical  referrals  discussed  at 
the  clinic  by  recipient/worker 

Transportation  provided  by  con- 
tracted providers  assisted  by 
project  vehicle  when  necessary 


Mother  encouraged  to  attend  clinic 

Screening  results  mailed  to  mother 
after  lab  results  are  returned 
from  Austin  (continued) 
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Comparison  (cont.) 


Inman  Christian  Center 


COMPASS  -  EPSDT  Special  Project 


EPSDT  Diagnosis  and  Treatment  (D&T)  Subsystem 


o   Recipient  chooses  provider  for 
D&T,  can  use  list  of  providers 

o    Recipient  is  transported  to 
provider  by  ICC  driver 


o    Recipient  calls  for  transporta- 
to  home  after  appointment 


o    Recipient  chooses  provider  for 
D&T,  can  choose  from  list 

o    Recipient  is  transported  to 
provider  by  regional  transpor- 
tation contractor 

o    Recipient  return  transportation 
is  problematic,  unreliable 


EPSDT  Casemonitoring  Subsystem 
A.  Medical 


o    Medical  referral  form  (402) 
received  from  screening  team 

o    Referral  explained  at  clinic 
site  in  face-to-face  contact 

o    Lab  work  referrals  explained  at 
home  visit 

o    Recipient  scheduled  for  medical 
appointments . 

o    Status  of  case  recorded  (i.  e., 
date  of  contact,  appts.  sched- 
uled, results  of  appts.) 

o    Follow-up  with  phone  calls 


o    Medical  referral  form  (402) 
received  from  screening  team 

o    Referral  explained  at  clinic 
site  in  face-to-face  contact 

o    Lab  work  referrals  explained  at 
home  visit 

o    Recipient  scheduled  for  medical 
appointments . 

o    Status  of  case  recorded  (i.  e., 
date  of  contact,  appts.  sched- 
uled, results  of  appts.) 

o    Follow-up  with  phone  calls  and 
letters 


EPSDT  Casemonitoring  Subsystem 
B.  Dental 

o    Contact  made  at  initial  home  visit       o    Contact  made  at  initial  home  visit 


o    Dental  request  card  sent 


o  Dental  request  card  sent 
 (continued)  
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Comparison  (cont.) 


Inman  Christian  Center 


COMPASS  -  EPSDT  Special  Project 


o    Recipient  notified  of  approval 
and  schedules  dental  appt. 

o    Recipient  transported  to  dentist 
by  ICC  for  all  visits 

o    Driver  advises  worker  if  appt. 
kept 

o    Follow-up  visits  monitored  by 
workers 


Dental  — (Cont. ) 

o 


Recipient  notified  of  approval 
and  schedules  dental  appt. 

Recipient  transported  by  trans- 
portation provider 

Worker  checks  to  see  if  appt. 
kept 

Follow-up  visits  managed  by 
recipients 


Personnel 


o    ICC  staff  are  contracted 
employees 

o    Staff  indigenous  to  area 

o    Same  worker  assists  recipient 
from  outreach  through  follow-up 

o    Salary  $525.00/month,  plus 
merit  increases 

o    Education:    HS  diploma  or  GED 
equivalent 


o    Staff  office  at  ICC.  Staff 
highly  integrated  in  all  five 
subsystems  of  EPSDT 


o    Staff  are  state  classified 
public  employees 

o    CSA  Ills  indigenous  to  area 

o    Same  worker  assists  recipient 
from  outreach  through  follow-up 

o    Salary:    (a)    CSA  III— $696.00/ 
month,  (b)  PWW  I— $906.00/month 

o    Education:    (a)  CSA  III-HS  di- 
ploma or  GED,  plus  1  yr.  exper- 
ience, (b)  PWW  1—60  hr.  college 
+  2  yrs.  experience,  or  B.  A. 

o    Staff  office  apart  from  clinic 
locations  and  relate  only 
indirectly  with  3  medical 
subsystems 
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To  understand  better  the  results  of  the  comparison  of  COMPASS  to  ICC,  a 
few  facts  must  be  put  forth:    ICC  was  established  as  a  settlement  house  in 
1913.    Since  that  time  it  has  greatly  expanded  services  available  to  the 
predominantly  Mexican-American  community  that  it  serves.    The  center  is 
located  in  the  middle  of  a  housing  project  in  San  Antonio,  and  there  is 
high  community  awareness  and  identification.    The  staff  members  are  indigenous 
to  the  area  and  relate  as  neighbors.    The  center  offers  a  full  range  of 
services  from  day  care  and  recreation  programs  to  social  and  medical  services. 
Medical  services  include  maternity,  well  child,  and  EPSDT  clinics.  Staff 
for  both  medical  and  social  services  are  housed  at  ICC  and  a  positive  work- 
ing relationship  exists  among  staff  of  the  various  service  programs.  Trans- 
portation workers  are  an  intergral  part  of  the  programs,  and  are  responsive 
to  individual  needs  of  both  recipient  and  service  delivery  staff. 

The  methods  employed  by  ICC  and  the  Dallas  project's  COMPASS  variable 
are  comparable  with  the  exception  of  the  staffing  and  transportation 
systems.    ICC  has  five  vans  and  four  full-time  drivers  who  are  responsible 
for  providing  transportation  to  the  screening  site,  to  medical  diagnosis  and 
treatment  appointments,  and  to  dental  appointments.    The  typical  transportation 
arrangement  includes  a  worker  who  rides  with  the  driver  when  picking  up 
recipients  for  screening  appointments.    After  screening,  the  driver  continues 
transportation  assistance  without  the  worker.    For  medical  and  dental  appoint- 
ments the  driver  transports  the  recipient,  then  reports  the  results  to  the 
worker.    Transportation  is  an  integral  part  of  the  total  ICC  package  and 
drivers  are  active  in  keeping  workers  informed  of  the  need  for  additional 
appointments.    ICC  has  simplified  the  coordination  of  EPSDT  service  by 
housing  medical,  social  service,  and  transportation  staff  at  the  same  facility. 
COMPASS  was  not  able  to  replicate  this  coordination  due  to  the  location  of 
the  Dallas  project. 

COMPASS  staff  included  two  indigenous  workers  and  two  workers  residing 
outside  the  area.    These  workers  were  all  permanent  state  employees  of  DHR. 
There  was  no  significant  difference  in  the  show-for-screen  rates  between  the 
two  types  of  workers.    ICC  contracted  indigenous  aides  and  had  a  higher  show 
rate  than  COMPASS.    Characteristics  that  ICC  aides  share  with  recipients  are 
a  common  background,  language,  and  religion.    This  provides  them  with  a  natural 
cohesiveness  with  recipients,  which  possibly  adds  to  the  successful  recipient 
response. 

A  second  contract  for  outreach  and  follow-up  services  in  EPSDT  became 
operational  in  San  Antonio  after  COMPASS  was  approved  as  a  Dallas  project 
variable.    This  DHR  contract  is  with  Health  Incorporated  and  is  staffed  by 
indigenous  aides  who  serve  a  predominantly  black  recipient  population  of  5?000 
EPSDT  eligibles.    Methods  used  in  outreach  and  monitoring  are  similar  to 
COMPASS  and  ICC  methods.    Health  Inc.  has  achieved  a  show  rate  of  approximately 
55-65  percent  during  the  time  they  have  been  in  existence:    a  rate  comparable 
to  the  COMPASS  replication  of  ICC. 
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CONCLUSION 


The  number  of  children  appointed  for  medical  screening  during  the  COMPASS 
demonstration  totaled  722.    Three  attempts  were  made  to  appoint  a  recipient 
for  screening.    Those  who  kept  the  first  appointment  totaled  379  or  52 
Another  92  recipients  showed  for  screening  on  the  second  appointment  increasir.j 
the  rate  to  65  percent.    An  additional  40  recipients  were  screened  on  the  third 
appointment  resulting  in  a  cumulative  total  of  511  who  were  actually  screened-- 
71  percent  of  the  total  scheduled  through  COMPASS  methodology.    From  this  data, 
it  can  be  established  that  42.2  percent  of  the  total  eligible  population  can 
be  expected  to  participate  in  EPSDT  over  a  twelve  month  period  using  COMPASS 
methodology:    "Evaluation  Report,  Phase  IV,  EPSDT  in  an  Urban  Setting,  Dallas 
Texas, "  Health  Services  Research  Institute,  October  "15.,  1978. 

The  comparable  results  of  Health  Incorporated  and  COMPASS  may  be  significant 
in  terms  of  the  repl icabi 1 i ty  of  ICC  in  ethnic  recipient  communities  other 
than  highly  homogenous  Mexican-American  communities.    It  is  postulated  that  ICC 
methodology  may  be  very  successful  in  producing  high  recipient  participation 
in  EPSDT  in  those  cities  of  Texas  and  throughout  the  nation  where  there  are 
cohesive  Latin-American  eligible  populations. 

RECOMMENDATION 

Replication  of  ICC  methodology  in  Latin-American  communities  of  eligible 
recipients . 
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CHAPTER  5 
NONPARTICIPATION  SURVEY 


CHAPTER  5 


NONPARTICIPATION  SURVEf 


Title  XIX  of  the  Social  Security  Act  was  amended  in  1967  to  include 
the  Early  and  Periodic  Screening,  Diagnosis  and  Treatment  Program  (EPSDT). 
EPSDT  provides  the  opportunity  for  AFDC  children  to  receive  medical  screen- 
ing in  order  that  abnormal  physical  conditions  may  be  identified,  diagnosed, 
and  treated  in  early  childhood  thus  decreasing  the  possibility  of  later 
disability.    The  program  is  voluntary,  and  eligible  families  are  not  required 
to  use  this  service.    Congress  did  however,  place  emphasis  on  attaining  par- 
ticipation of  the  maximum  number  of  EPSDT  program  eligibles  and  hoped  for  a 
100  percent  utilization  by  this  population. 

In  orde    to  achieve  this  maximum  participation,  two  social  service  com- 
ponents were  included  in  the  program  package:    (1)    outreach  of  eligible 
recipient  families  to  encourage  participation  in  EPSDT,  and  (2)  follow-up 
services  after  a  referral  for  medical  diagnosis  and  treatment  in  order  to 
assist  recipients  in  obtaining  medical  services  and  to  track  their  progress 
through  the  system. 

There  have  been  participation  problem    in  the  EPSDT  program  since  its 
inception  and  these  generally  are  noted  across  the  country.    Severe  criticism 
was  levelled  by  Congressional  leaders  in  1977  regarding  the  failure  of  states 
both  to  reach  those  eligible  recipients  in  need  of  EPSDT  services,  and  to 
assure  that  diagnostic  and  treatment  services  were  appropriately  provided 
to  those  referred. 

The  majority  of  states  began  implementation  of  EPSDT  in  1972-73  after 
the  publication  of  federal  program  regulations  and  the  appropriation  of 
federal  matching  funds.    A  large  number  of  AFDC  recipient  families  have 
participated  since  the  program's  inception,  nevertheless  critics  are  able 
to  point  out  program  data  which  indicates  that  annual  participation  of  the 
approxima  ely  11.5  million  EPSDT  eligibles  ranges  between  30  to  40  percent 
of  those  eligible. 

An  array  of  marketing  techniques  have  been  and  continue  to  be  used 
across  the  country  to  casefind  or  outreach  these  families.    In  spite  of 
these  numerous  efforts  the  high  rate  of  broken  appointments  and  failure  to 
show  for  medical  screening  persists.    Reasons  given  for  apparent  lack  of 
recipient  interest  in  EPSDT  are  often  contradictory  and  theories  postulating 
the  causes  of  nonuti 1 ization  of  EPSDT  services  abound. 

The  Texas  EPSDT  program  is  recognized  as  one  of  the  most  successful  in 
reaching  the  intended  population.    Screening  clinics  across  the  state  report 
that  reciDients  keep  screening  clinic  appointments  at  better  than  60  percent, 
of  those  scheduled.    In  addition,  a  structured  system  of  monitoring  diagnosis 
and  treatment  enables  the  tracking  of  medical  services  provided  and 
encourages  patient  follow-through. 
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Between  1975  to  1978,  the  Department  of  Human  Resources  as  the  dele- 
gated state  agency  responsible  for  EPSDT,  sponsored  a  federally  funded  re- 
search and  demonstration  effort  to  study  cost-effective  methods  in  EPSDT 
outreach  and  follow-up  services.    This  project,  "EPSDT  in  an  Urban  Setting," 
specifically  addressed  program  participation  problems  in  a  high-density, 
low-income  eligible  population  of  Dallas,  one  of  the  state's  largest  urban 
communities . 

Considering  the  project's  purpose,  firsthand  information  and  feed- 
back from  those  recipients  who  received  the  intensive' outreach  services 
offered  by  project  staff  but  refused  to  participate  in  EPSDT  was  especially 
significant. 

Approval  to  investigate  recipient  barriers  to  participation  in  EPSDT 
was  given  by  the  federal  funding  agency  in  1977.    A  survey  of  EPSDT  non- 
participants  through  personal  interview  was  chosen  as  an  appropriate  method 
to  isolate  and  discriminate  input  information.    Comparable  data  from  current 
participators  in  EPSDT  was  used  as  a  survey  control.    The  study  was  developed 
by  project  staff  in  consultation  with  Ruben  Meyer,  M.D.,  Department  of  Family 
Practice  and  Community  Medicine,  Southwestern  Medical  School,  The  University 
of  Texas  Health  Science  Center.    Betty  Meyer,  Ph.D.,,  biostatlstician, 
Director  of  Epidemiology,  Institute  for  Aerobic  Research  in  Dallas,  performed 
the  statistical  analysis  of  collected  data. 

REVIEW  OF  LITERATURE 

The  literature  abounds  with  studies  and  theories  regarding  the  several 
determinants  of  health  behavior.    Special  emphasis  is  given  to  health  deter- 
minants of  low-income  and  needy  populations,  especially  their  low  rate  of 
participation  in  health  care  services.    Studies  of  special  importance  to  this 
survey  of  nonparticipants  in  EPSDT  are  those  that  direct  attention  to  patient 
use  of  health  services—particularly  those  which  focus  on  patient  failure 
to  keep  appointments.    In  general,  the  literature  falls  in  two  broad  cate- 
gories:   management  of  health  care  delivery  systems  and  patient  characteris- 
tics that  influence  use  of  available  health  services. 

A  review  of  the  literature  regarding  management  of  health  services 
delivery  includes  several  studies  that  highlight  the  effects  of  appointment 
scheduling  on  patient  responsiveness.    The  "block"  appointment  system  in 
which  several  patients  are  scheduled  at  the  same  time  caused  excessive 
waiting  periods.    The  high  rate  of  unkept  appointments  were  attributed  to 
this  system  by  Bailey  and  Welch.1'^    Overschedul ing  and  physician  failure 
to  arrive  on  time  also  resulted  in  excessive  waiting  periods  and  Fetter 
and  Thompson  correlated  these  with  patient  failure  to  keep  appointments.- 
Sharp  drops  in  patient  "no-shows"  were  achieved  by  Rockart  and  Hofman 
when  "individual"  rather  than  "block"  appointments  were  used.      In  this 
study  it  was  noted  also  that  both  physician  and  patient  improved  in 
arriving  on  time  for  the  appointment. 
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of  a  clinic  and  subsequent  appointments  were  made  based  on  the  mean 
time  of  physician  consultation. 5    When  patients  had  been  consistently 
tardy  they  were  appointed  in  blocks  of  three  at    intervals  three  times 
the  length  of  the  average  physician  consultation  period.    The  length 
of  time  which  patients  had  to  wait  in  each  of  these  systems  was  studied 
by  Soriano.    Using  a  methematical  model  he  demonstrated  that  the  shortest 
"wait"  occurred  in  the  "individual"  appointment  method.    The  longest 
waiting  period  was  experienced  with  the  pure  "block"  method    while  the 
"mixed  block"  system  resulted  in  waiting  periods  intermediate  to  these. 6 

In  support  of  scheduling  systems,  Glogow  improved  appointment  keeping 
of  patients  through  methods  of  health  education/    Telephone  and/or 
postcard  reminders  were  reported  by  Schroeder  to  reduce  appointment- 
breaking  from  25  percent  to  13  percent.8    Consideration  of  patient 
needs  was  found  to  be  lacking  in  management  of  patient  scheduling  and 
other  functions  of  health  care  delivery  systems.    In  the  study  conducted 
by  Hertz  and  Stamp  it  was  found  that  the  behavior  of    health  care  insti- 
tutions and  the  manner  in  which  functions  are  managed  i.e.  communi- 
cation systems,  appointment  systems,  and  physician  continuity    are  signi- 
ficant in  terms  of  patient  cooperation.    When  attention  is  given  to 
accomodating  these  functions  to  the  needs  of  the  population  patient 
appointment  behavior  improves. 9 

These  needs  are  well  described  in  the  literature  regarding  the 
effects  of  patient  characteristics  on  health  care  utilization.  These 
characteristics  usually  occur  in  concert  with  each  other  and  difficulties 
are  encountered  in  isolating  the  importance  of  one  over  others.    A  common 
theme  expresses  the  influence  which  education,  employment,  and  income 
seem  to  have  on  patient  behavior.    As  noted  by  Morris,  as  education 
and  occupation  levels  reach  lower  ranges  of  skill  they  become  an  in- 
creasing deterrent  to  health  care  usage.    She  concludes  that  poor 
opinions  of  patients  regarding  clinic  and  physician  services  were  usually 
present  when  awareness  of  the  importance  of  health  care  was  absent  or  when 
patients  experienced  feelings  of  powerlessness  and  isolation. 10  Alpert, 
who  found  that  one-quarter  of  clinic  appointments  are  not  kept,  suggest-^ 
ed  that  "no  shows"  were  more  likely  to  evidence  social  disorganization. 
The  greatest  influence  on  keeping  appointments,  according  to  Ambuel,  was 
a  perceived  health  urgency.  ^ 

A  study  which  compared  kept  appointment  rates  of  low  income  to 
middle  and  upper  income  patients  was  conducted  by  Hurtado.  Results 
showed  the  low  income  group  had  three  times  as  many  broken  appointments 
even  though  financial  barriers  were  removed  for  this  group  but  not  for 
the  higher  income    subscribers.    The  low  income  group  had  a  higher  rate 
of  health  service  usage  on  weekends  or  holidays  and  as  walk-in  patients 
at  clinics  and  hospital  emergency  rooms. ^    Leopold  compared  two  groups 
of  low-income  users  who  were  differentiated  into  a  high  or  low  need 
category,    rligh  need  families  were  identified  as:    fatherless,  nuclear 
rather  than  extended,    dependent  on  public  assistance,  nonworking  mothers, 
residential  mobility,  and  irregular  school  attendance.    The  high-risk 
group  kept  fewer  appointments  and  completed  fewer  basic  examinations  and 
referrals.    Based  on  results  of  the  study  it  was  concluded  that  low- 
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income  groups  are  more  varied  and  diverse  than  previously  assumed.  In 
order  to  meet  the  diverse  needs  of  urban  poor  and  to  appropriately  handle 
problems  encountered,  it  is  incumbent  for  human  services  programs  to  make 
significant  efforts  in  evaluation  and  self-assessment. 

Other  influential  factors  that  effect  low  patient  participation 
in  health  care  include:    family  illness,  fear  of  long  waits,  bad  weather, 
appointment  errors  made  by  service  provider,  perceived  level  of  phy- 
sician interest,  and  difficulty  in  accurate  communication  (Stines  lS). 
Additional  considerations  include:  employment  conflict,  other  engagements, 
duplication  of  services,  confusion  about  appointments,  memory  failure,  and 
lack  of  motivation  (El inson^) .    This  author  also  found  strong  corre- 
lations between  poor  information  and  inadequate  motivation  of  patients. 
On  the  other  hand  high  usage  patients  evidenced  the  most  sensitivity  to 
behavioral  norms.    Stines  recommends  institutional  pressure  to  improve 
health  care  practiced  by  lower  income  populations.^ 

It  is  interesting  to  note  that  broken  appointments  related  to  race, 
class,  and  age  by  Badgley  and  Furnal.17    Differing  values  regarding  time 
were  found  by  Olencki  within  black  and  lower  socioeconomic  levels,  as  well 
as  between  these  groups  and  the  middle  to  upper  income  groups. 1&  A 
relation  between  these  values  and  age  was  also  indicated  in  this  study 
due  to  the  high  frequency  of  broken  appointments  of  parents  of  very 
young  children.  A  study  conducted  by  Skinner  adds  additional  evidence 
that  supposedly  homogenous  socioeconomic  populations  are  not  necessarily 
homogenous  in  their  practiced  values. 19 

Several  studies  related  nonparticipation  to  specific  health  services 
and  conditions.    These  include:    the  Gray  report  in  which  failure  to 
immunize  had  a  high  correlation  with  the  mother's  beliefs  and  in  which 
there  were  influences  of  significant  friendships;^  the  Podell  study  which 
relates  use  of  well-baby  services  to  educational  level  and  .employment 
experience;^  and  the  Bice  study  which  finds  that  education  is  more  in- 
fluential than  income;??  the  Glasser  study  of  poliomyelitis  vaccine  pro- 
grams in  which  refusal  to  participate  was  related  to  misunderstanding 
about  the  program  and  loyalty  to  familiar  health  care  resources;?^  and 
the  Clausen  study  of  these  same  programs  correlated  nonparticipation  with 
socioeconomic  status  and  educational  level. 24  In  summary,  the  literature 
identifies  several  factors  which  influence  use  or  non-use  of  health  care 
services.    These  influences  are  found  in  the  system  for  health  care  de- 
livery itself,  and  in  management  of  the  separate  functions  within  the  sy- 
stem.   Strong  recommendations  that  service  delivery  programs  conscientious- 
ly assess  and  evaluate  themselves  have  been  made  throughout.  Accomoda- 
tion to  the  needs  of  the  user  as  opposed  to  the  provider  are  considered 
essential  to  the  successful  motivation  of  consumer  to  participate  in 
health  systems. 

The  consumer  of  health  care  usage  points  out  the  fact  that  those 
with  higher  education  and  income  levels  are  more  willing  or  able  to  adjust 
to  the  exigencies  of  health  care  systems,  and  more  appropriately  use 
these  services.  A  similar  accomodation  by  those  with  lower  education  and 
income  levels  has  not  occurred,  and  providers  of  health  services  exhibit 
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frustration  over  the  high  rate  of  broken  appointments  and  low  consumer 
usage.    The  body  of  literature  identifies  an  array  of  factors  that  ope- 
rate in  this  consumer  population.    Some  of  these  factors  include:  value 
systems  differing  from  and  incompatible  with  expectations  of  service  pro- 
viders, competing  needs,  such  as  illness  in  the  family,  distance,  work, 
poor  information  or  understanding  due  to  insufficient  communication  be- 
tween provider  and  patient,  long  waits,  poor  clinic  organization,  and 
attitudes  of  service  delivery  staff  that  offend  the  needy  user.  Within 
the  low  income  groups  distinctions  appear  that  must  be  recognized  if 
nonparticipating  families  are  to  make  use  of  health  care  service.  The 
literature  hints  at  the  possibility  that  change  will  occur  when  an  ef- 
fort is  made  by  the  health  delivery  sector  to  refocus  services  to  acco- 
modate consumers  of  this  population. 


METHODOLOGY 
Geographic  Area 

The  EPSDT  Urban  Dallas  Project  is  located  in  a  seven  zip  code  area 
adjacent  to  the  central  business  district  of  Dallas.    Five  expressways  as 
well  as  the  Trinity  river  separate  the  area  into  the  locally  identified 
areas  called  Oak  Cliff  (zip  codes  75203,08,16,24),  South  Dallas  (zip 
15)  and  Baylor  (10,23)  inner  city  sections.    These  sections  have  many 
common  sociodemographic  characteristics.    They  are  ethnically  homogenous, 
densely  populated,  and  low-income  areas.    Approximately  50  percent  of 
the  AFDC  recipients  in  the  city  live  in  one  of  these  zip  codes. 

Importantly,  these  sections  have  differences  that  are  as  striking 
as  their  similarities: 

Area  X  Area  Y  Area  Z 

South  Dallas  Oak  Cliff  Baylor 

(75215)  (75203,08,16,24)  (75210,23) 


LOCATION 

South  of  central  city       Southwest  of  central  city       East  of  central  city 


HOUSING 

Public  projects  Private  apartments       Public  project 

Private  apartments  single  dwellings  Private  apartments 

Multiple  and  single  homes  Rooming  houses 

Single  dwellings 

— — ■ — - — ■  —   ._   fConti  nued) 
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South  Dallas 
(75215) 


Oak  Cliff 
(75203,08,16,24) 


Baylor 
(75210,23) 


PROPERTY  TYPE 

Rental  (low)  Rental  (low) 

Some  dweller-owned  Rental  (low) 


BUSINESS  TYPE 


Small  retail  and  Light  industry  Small  retail  service 

service  business  business 

Physician,  dentist, 
hospital  employment 


INCOME 

Population  at  poverty  Low  middle  income  Poverty  level,  low  and 

level  or  below  middle-income 


AVAILABLE  SCHOOLING 


K-6 

4-6  elementary 
student  bused  to 
other  subdistricts; 

7-8  middle  schools; 

9-12  high  school. 

Students  may  attend 
magnet  schools. 


Early  chi Idhood 
education  centers; 
k-6  elementary 
schools; 
7-8  middle 
schools; 
9-12  high 
school . 

llo  bused  students 
in  this  subdistrict 
of  school  district. 

Students  may  attend 
magnet  schools 


K-6 

4-6  students  bused  to 
other  subdistricts; 

7-8  middle  schools; 

9-12  high  schools. 

Students  may  attend 
magnet  schools. 
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geographic  area  contains  participants  and  nonparticipants  with  differences 
between  the  area  being  noted.    Data  was  evaluated  by  use  of  a  computer 
program.    Answers  from  the  survey  were  assigned  values  prior  to  programming 
so  the  desired  information  could  be  tabulated.    (See  appendix  7  ,  exhibit  7 


TABLE  A 


Value  Assignment  Example 


Question  10  on  I.D.  Sheet:    Who  usually  takes  children  for  medical  care? 

Answers : 

Parent  =  1 

Grandparent  =  2 

Other  relative       =  3 

Non-relative         =  4 


Table  A  gives  an  example  of  the  values  assigned  for  numerical  tabu- 
lation of  recipient  responses  to  survey  questions.    The  results  were  put 
in  tables  to  make  comparisons  between  nonparticipants  and  participants 
Additional  comparisons  shown  by  geographic  areas  were  South  Dallas  as 
Area  X  (zip  code  75215)  and  Oak  Cliff  as  Area  Y  (zip  codes  75203,  08 
16,  and  24) . 
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ANALYSIS  OF  DATA 


Population 

From  the  total  sample  of  272  families  who  did  not  participate  in  the 
EPSDT  program,  175  families  were  actually  interviewed.    Before  the  inter- 
views were  begun,  a  letter  was  sent  to  each  family  included  in  the  sample. 
There  were  34  letters  returned  as  being  nondel iverable  for  various  reasons 
The  sample  was  again  lowered  by  30  families  who  were  included  in  the  pre- 
test.   There  were  208  families  eligible  for  interview  by  the  final  instru- 
ment.   Of  those  families,  33  families  could  not  be  located  or  refused  to 
be  interviewed.    Although  175  families  were  actually  interviewed,  surveys 
for  23  nonparticipant  families  were  not  complete  enough  to  be  used.  The 
final  sample  of  nonparticipants  was  152  families,  which  represents  3.7 
percent  of  the  families  eligible  for  EPSDT  services  by  the  research  pro- 
ject.   The  control  group  consisted  of  246  completed  participant  family 
surveys.    This  group  comprises  6  percent  of  the  research  project  eligible. 

The  survey  findings  were  based  on  a  division  of  the  eligible  EPSDT 
recipients  into  groups  based  on  participation  and  by  geographic  area.  Due 
to  the  mobility  of  the  recipients  some  recipients  did  not  reside  in  either 
of  the  two  geographic  areas  of  concentration  when  interviewed.    These  re- 
cipients were  classified  in  a  separate  geographic  area  called  Area  Z 
(Other).    The  survey  answers  for  Area  Z  were  tabulated  in  totals  for  par- 
ticipants and  nonparticipants,  but  were  not  included  when  comparisons  be- 
tween South  Dallas,  Area  X,and  Oak  Cliff,  Area  Y,  were  made. 

TABLE  B 

Sample  Instruments  by  Group  and  Area 


Area  X 
(South 
Dal  las) 

Area  Y 
(Oak  Cliff) 

Area  Z 
(Other) 

Totals 

Nonparticipant 

99 

50 

3 

152 

Participant 

59 

116 

71 

246 

Total s 

158 

166 

74 

398 

A  majority  of  the  persons  interviewed  with  this  survey  were  the  parents 
of  the  eligible  children.    Parents  of  participating  children  were  inter- 
viewed more  frequently  than  parents  of  nonparticipants.    More  grandparents 
were  interviewed  for  nonparticipants  than  grandparents  of  participants 
(table  B  ). 
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Approximately  24,500  AFDC  recipients  live  within  Dallas  City  limits. 
The  survey  was  taken  in  five  of  the  project's  demonstration  zip  codes, 
75203,  08,  16,  24,  and  15  in  which  approximate  42  percent  of  the  total 
number  of  recipients  reside.    The  average  number  of  children  per  family 
was  estimated  at  2.5  resulting  in  4,084  eligible  families  in  this  geographic 
area. 

Separation  of  recipients  participating  in  EPSDT  from  the  nonpartici- 
pators  was  accomplished  through  an  analysis  of  the  state's  computerized 
roster  of  eligibles  receiving  EPSDT  services  between  January  and  December 
1976.    Nonparticipants  were  defined  as:    those  who  missed  a  screening  ap^ 
pointment  or  reappointment,  or  refused  services  during  this  period.  A 
second  group  of  246  recipients  who  participated  in  EPSDT  screening  during 
this  time  frame  were  selected  randomly  as  the  control  population  in  this 
study.    The  number  of  families  chosen  for  the  sample  survey  group  totaled 
272. 


Instrument 

A  data  collection  instrument  was  prepared  in  a  format  that  would  allow 
many  open-ended  responses  as  well  as  simple  yes  or  no  answers.  Interviewers 
wrote  any  response  that  was  not  included  in  the  category  lists  provided. 
Close-ended  questions  were  used  to  identify  positive  and/or  negative  attitudes 
of  the  recipients  about  preventive  health  care.    These  included  attitudes 
toward  health  care  as  well  as  medical  resources  preferred  for  themselves 
and  for  the  children.    Information  about  the  recipients'  nonusage  of  EPSDT 
was  elicited  from  this  sample  survey  group. 

The  control  group,  having  participated  in  EPSDT,  were  asked  about 
problems  they  encountered  in  using  the  program's  services.    These  instru- 
ments, one  for  participants  and  one  for  nonparticipants,  are  attached  in 
appendix  7  ,  exhibit  4   .    A  pretest  was  conducted  after  which  minor  re- 
visions of  the  instrument  were  made  in  order  to  assist  the  interviewer 
better  conduct  the  interview  and  interpret  responses. 

Data  Collection 

The  project  contracted  with  six  undergraduate  students  from  the 
University  of  Texas  at  Dallas  to  conduct  recipient  interviews.    They  re- 
ceived approximately  sixteen  hours  of  instruction  and  training  prior  to 
starting  the  interviews.    This  training  included  didactic  instructions  for 
accurately  completing  the  data  instrument,  and  practicum  experience  in  inter- 
viewing techniques.    Confidentiality  and  program  policies  were  emphasized. 
Students  who  applied  for  these  positions  were  screened  for  maturity,  commu- 
nication skills,  knowledge  of  the  community  and  previous  experience.  Selec- 
tion was  made  after  they  had  lengthy  interviews  with  Dr.  Meyer  and  project 
staff.    Assignment  of  recipients  to  be  interviewed  was  accomplished  through 
geographical  clustering  of  recipients  (appendix  7  exhibit  8).    All  interviews 
were  conducted  in  a  face-to-face  contact  at  the  recipient's  home.  EPSDT 
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participants  selected  as  a  survey  control  were  interviewed  at  an  EPSDT 
clinic  site  by  one  of  the  project  data  collection  staff. 

Treatment  of  Data 

Comparisons  were  made  with  the  survey  information  compiled  from  par- 
ticipant and  nonparticipant  families,  with  additional  comparisons  based  on 
geographic  groupings  of  South  Dallas  and  Oak  Cliff  residents.    Each  geo- 
graphic area  contains  participants  and  nonparticipants  with  differences 
between  the  area  being  noted.    Data  was  evaluated  by  use  of  a  computer 
program.    Answers  from  the  survey  were  assigned  values  prior  to  pro- 
gramming so  the  desired  information  could  be  tabulated.    (See  appendix  7s 
exhibit  7).    Table  C  gives  an  immediate  example  of  assigned  values. 


TABLE  C 
Value  Assignment  Example 


Question  10  on  I.D.  Sheet:    Who  usually  takes  children  for  medical  care? 

Answers : 

Parent  =  1 

Grandparent  =  2 
Other  relative  =  3 
Non-relative     =  4 


The  results  were  put  in  tables  to  make  comparisons  between  nonparti- 
cipants and  participants.    Additional  comparisons  shown  by  geographic 
areas  were  South  Dallas  as  Area  X  (zip  code  75215)  and  Oak  Cliff  as 
Area  Y  (zip  codes  75203,  08,  16,  and  24.) 
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TABLE  D 

Relationship  of  Person  Interviewed  to  Eligible  Children 


Mon- 

Participant   Participant 


Parent  30%  89% 

Grandparent  14  6 

Other  5  5 


The  person  with  the  major  responsibility  for  the  children  was  the 
parent  in  90  percent  of  the  participant  families  and  31  percent  of  the 
nonparticipant  families  (table  E  ).    Again  the  grandparents  have  more 
responsibilities  for  children  of  nonparti cipants  than  participants. 


TABLE  E 


Person  with  Major  Responsibility  for  Children 


Non- 

Participant  Participant 


Parent  81%  90% 

Grandparent  15  7 

Other  4  3 


Parents  of  participants  and  nonparticipants  usually  take  children 
for  medical  care.    The  assistance  of  the  grandparent  decreases  as  the  non- 
participant  parents  become  more  active  in  the  child's  medical  care 
(table  F  ). 
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TABLE  F 

Person  Who  Usually  Takes  Children  For  Medical  Care 


Non- 
Participant  Participant 


Parent 

Grandparent 

Other 


The  education  of  the  parent  was  fairly  consistent  between  nonpar- 
ticipant  and  participant.    Ninety-four  percent  of  the  nonparticipant  and 
participant  parents  were  in  the  group  who  had  a  high  school  diploma  or 
less.    The  number  of  nonparticipants  with  only  an  elementary  school 
education  was  greater  than  participants  with  the  same  level  of  education 
(table  G  ). 


TA3LE  G 
Education  of  Parent 


Non- 
Participant  Participant 


16%  ,     ,  13% 

78  81 

3  3 

3  3 


When  geographic  areas  are  compared  Area  X  nonparticipants  in  South 
Dallas  have  the  highest  number  of  parents  not  attending  high  school.  Yet 


86% 
7 
7 


88% 


Elementary  school 
Attended  high  school 
Attended  college 
Not  known 
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participants  in  Area  Y,  Oak  Cliff,  have  the  highest  number  of  parents 
who  did  attend  high  school  (table  h  )• 

TA3LE  M  , 
Education  of  Parent  (By  Area) 


■     •  ■  I  Non-  

  Participant   Participant 

 Area    X     Area      Y  Area    X   Area  Y 

Elemintary  school  attendance       19  12  15  14 

High  school  attendance  73  86  83  83 

Not  known  3  2  2  3 


The  person  with  the  major  responsibility  for  the  children  in  the  non- 
participant  group  had  an  increase  in  people  with  elementary  school  and 
college  attendance  (table  I). 


TABLE  I 

Education  of  Person  with  Major  Responsibility  for  Children 


Non  - 

Parti  cipant  Participant 


Elementary  school  22%  14% 

Attended  high  school  74  80 

Attended  college  4  3 

Not  known  0  3 


The  ethnic  groups  were  stratified  with  a  large  population  consis- 
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ting  of  blacks.    The  geographic  variances  were  marked  by  no  Anglos  being 
interviewed  in  South  Dallas,  Area  X,  and  only  4  percent  Anglos  in  the  Oak 
Cliff,  Area  Y.    There  were  10  percent  Mexican-Americans  in  the  nonpar- 
ticipant  population  for  Area  ?,  while  the  participants  had  only  a  3 
percent  Mexican-American  population  (table  J  ). 


TABLE  J 
Race  Distribution  (By  Area) 


Non- 

Participant  Participant 


Area  X 

Area  Y 

Area  X 

Area 

Black 

98% 

86% 

97% 

91% 

White 

0 

4 

0 

4 

Mexican-American 

1 

10 

0 

3 

Not  known 

1 

0 

3 

2 

Identifying  information  for  the  families  in  the  survey  sample  were 
compared.    The  nonparticipant  mothers  were  slightly  older  than  the  par- 
ticipant mothers.    The  person  responsible  for  the  care  of  the  children 
was  older  in  the  nonparticipant  group.    The  nonparticipant  oldest  child 
averaged  to  be  older  than  the  oldest  participant  child  (table  K  ). 

TABLE  K 

Identifying  Information  for  Families 


Non  - 

Participant   Participant 


Age  of  responsible  person  35.2  30.5 

Age  of  mother  30.8  29.5 

Age  of  mother  at  &4rth  of  1st    child       20.9  21.0 
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(continued) 


Identifying  Information,  Cont. 


Non-  

Participant  Participant 


Number  of  children  2.5  2.6 

Age  of  oldest  child  9.9  3.5 

Age  of  youngest  child  5.2  5.3 


Persons  interviewed  who  had  the  major  responsibility  for  care  of  the 
eligible  children  are  composed  of  parents  and  nonparents.    The  compari- 
son of  these  groups  is  further  divided  by  nonparticipants  and  partici- 
pants.   Nonparticipant  parents  whose  children  were  the  responsibility  of 
another  person  were  younger  (average  23.1);  they  had  fewer  children 
(average  1.6);  their  children  were  younger;  and  the  person  who  cared  for 
the  child  was  older  than  the  other  groups.    The  education  level  was 
consistent  in  all  groups  (table    L) . 


TABLE  L 
Identifying  Information 
Parent  Cares  for  Child 


Non- 


Parti  cipant 

Participant 

Age  of  parent 

32.2 

28.8 

Age  of  responsible  person 

32.2 

28.8 

Number  of  children 

2.7 

2.6 

Age  of  youngest  child 

5.4 

5.2 

Age  of  oldest  child 

10.4 

10.9 

Education  of  parent 

10.9 

10.9 

Education  of  responsible  person 

10.9 

10.9 

continued 
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Identifying  Information,  cont. 

Nonparent  Cares  for  Child 


Norw 


Parti  cipant 

Participant 

Age  of  parent 

23. 1 

37.4 

Age  of  responsible  person 

43.5 

46.1 

Number  of  children 

1.6 

2.5 

Age  of  youngest  child 

3.9 

5.6 

Age  of  oldest  child 

7.6 

11.0 

Education  of  parent 

10.9 

10.9 

Education  of  resDonsible  person 

10.7 

10.7 

RESULTS 

Attitudes  about  general  medical  care 

When  asked  if  medical  care  was  good  for  the  adult  interviewed,  both 
participants  and  nonparticipants  agreed  that  it  was  good  for  them.  Only 
3  percent  of  the  nonparticipcints  did  not  believe  that  medical  care  was 
important  (table  m) . 

TABLE  M 

Belief  in  Medical  Care  for  Person  Interviewed 


Non- 

Participant   Participant 


Important  96%  96% 

Not  important  3  1 

Mot  known  1  4 
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Mora  nonparticipants  believed  that  rriedical  care  was  good  for 
children  than  participants.    3oth  groups  believed  medical  care  to  bo 
more  important  for  children  than  for  adults    (table N  ). 


TABLE  N 

Belief  in  Medical  Care  for  Children 


rJon-  

Parti  cipant  Participant 


Important  38%  965 

Not  important  0  0 

Mot  known  2  4 


An  equal  number  of  nonparticipant  and  participant  children  are 
receiving  treatment  for  medical  condition  but  more  respondents  in  the 
participant  group  were  unsure  of  the  si tuation (tab! e  0). 

TA3LE  0 

Children  Under  Medical  Treatment 


Non- 

Participant  Parti  ci  pant 


Yes  16%  16% 

No  83  78 

Not  known  1  6 


Attitudes  about  immunizations 

Both  participants  and  nonparticipants  believe  immunizations  are 
important  for  children.    Yet  a  slightly  higher  percentage  of  nonparti- 
cipants ranked  immunizations  as  important  when  compared  to  the  partici- 
pant group  (table  p  ) . 
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TABLE  P 

Immunizations  for  Children 


  Non-  

 Participant   Participant 

Important 

Mot  important 

Not  known 


The  reasons  given  for  the  importance  of  immunizations  were  to  pre- 
vent future  illness  and  because  they  were  needed  for  school  (table  q  ). 
More  participants  listed  the  prevention  of  future  illnesses  as  the 
reason  to  immunize  children. 

TABLE  Q 
Reason  for  Immunizations 


Non- 

 Participant  Participant 

Prevents  future  illness  62%  68% 

Needed  for  school  11  11 

Other  27  21 


Children  receive  more  immunizations  at  the  health  department  than 
any  other  medical  facility.    A  greater  number  of  nonparticipant  children 
receive  immunizations  at  hospital  clinic  site  and  private  doctors  than 
participant  children  (table  r  ). 


97% 

2 
1 


95% 
0 

5 
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TABLE  R 
Where  Immunizations  Received 


 Hon-   

 ■  •  ;  '   Participant  Participant 

Private  doctor  5%  3% 

Hospital  clinic  17  8 

Health  department  61  79 

Other  17  10 


A  larger  percentage  of  nonparticipants  and  participants  in  Area  X 
go  to  the  health  department  for  immunizations.    Nonparticipants  in 
Area  Y  are  divided  between  use  of  health  department  and  hospital  clinic 
while  participants  in  Area  Y  use  the  health  department  (table  S  ). 

TABLE  S 

Where  Immunizations  Received  (By  Area) 


Non- 

Participant  Participant 

Area   X  Area  "Y  Area   X    Area  Y 


Private  doctor 

7% 

00/ 

Cio 

00/ 
J/o 

Hospital  clinic 

8 

36 

5 

9 

Health  department 

74 

36 

73 

85 

Other 

11 

26 

13 

2 

Nonparticipants  had  better  immunization  histories  than  participants.  But 
the  majority  of  both  categories  had  no  records  of  any  immunization  status 
=it  all  (table  T). 
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TA3LE  T 
Immunization  History 


  ..Non«    '  

 '   Participant  Participant 

Good  history  0%  0% 

Fair  history  22  14 

Poor  history  5  0 

No  record  available  73  86 


Attitudes  about  medical  facilities 

Children  who  are  sick  are  taken  to  hospital  clinics  by  the  majority 
of  both  groups.    When  nonparticipant  children  are  sick  they  are  taken  to 
the  hospital  clinic  more  often  than  to  private  doctors.    When  ill,  par- 
ticipant children  frequent  emergency  rooms  more  often  than  nonparti- 
cipant children  (table  U). 

TABLE  U 

Medical  Facility  Used  for  Sick  Children 


Mon- 

Parti  cipant  Participant 


Private  doctor  31%  38% 

Hospital  clinic  64  46 

Emergency  room  2  11 

Other  3  5 


Geographic  division  shows  that  Area  X  nonparticipants  have  a  higher 
usage  of  hospital  clinic  facilities  than  participants  in  the  same  South 
Dallas  area.    The  Oak  Cliff,  Area  Y, nonparticipants  have  the  highest  use 
of  hospital  clinics  and  less  usage  of  private  doctors  (table  V). 
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TABLE  V 

Medical  Facility  Used  for  Sick  Children  (By  Area) 


Non-  

Participant  Participant 
Area  X     Area    Y      Area  X     Area  Y 


Private  doctor  36%  20%  37%  36% 

Hospital  clinic  57  78  42  50 

Emergency  room  2  2  11  11 

Other  5  0  10  3 


The;  reasons  for  selection  of  the  medical  provider  vary,  but  conven- 
ience was  the  largest  factor  for  participants.    Where  nonparticipants 
choose  the  medical  provider  because  they  knew  the  place  or  their  family 
goes  there  (table  W) . 

TABLE  W 

Reasons  Medical  Facility  Selected 


Non- 

 Participant  Participant 

Convenience                                24%  57% 

Know  place/family  goes  there       32  16 

Better  care                               20  15 

DPW  caseworker                            9  0 

Friends  go  there                           1  0 

Other                                          14  12 


m 


The  places  equally  preferred  for  medical  care  by  nonparticipants 
were  private  doctor  and  hospital  clinic.    Participants  preferred  to 
attend  hospital  clinic  sites  to  private  doctor  (table  x). 

TABLE  X  . 

Medical  Facility  Preferred 


Non-   

Participant  Participant 


Private  doctor  42%  36% 

Hospital  clinic  42  50 

Emergency  room  16  11 

Other  0  3 


Participants  based  their  preference  for  medical  care  on  being 
treated  well,  convenience,  and  better  care.    Nonparticipants  based 
their  preference  on  being  treated  well,  short  wait,  and  better  care 
(table  V). 

TABLE  Y 

Reasons  Medical  Facility  Preferred 


Non- 

Participant  Participant 


Treated  wel 1 

14% 

23% 

Convenience 

"10 

23 

Short  wait 

16 

6 

Know  place/family  goes  there 

10 

3 

DPW  recommendation 

2 

0 

Better  care 

16 

22 

Other 

32 

23 
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Attitudes  about  nonscier.tif ic  practitioners 


A  majority  of  nonparticipants  and  participants  do  not  believe  in 
non-scientific  practitioners.    Yet  a  substantial  percent  of  both  groups 
believe  that  nonscientif ic  practitioners  can  help  with  illnesses 
(table  Z ). 

TABLE  Z 

Belief  in  Nonscientif ic  Practitioners 


Non- 

Participant  Participant 


Chiropractors  11 


0/ 


Curanderos,  faith  or 

religious  healers  32  29 

Do  not  believe  in  nonscientif ic 

practitioners  54  60 

Not  known  3  5 


Actual  use  of  curanderos,  faith,  or  religious  healers  was  found  to 
be  more  common  in  nonparticipants  than  participants.  Nonparticipants 
also  used  chiropractors  more  than  participants  (table  AA). 

TABLE  AA 

Use  of  Nonscientif ic  Practitioners 


Non- 

 Parti  cipant  Participant 

Chiropractors  2%  1% 

Curanderos,  faith  or 

religious  healers  16  7 

Do  not  use  nonscientif i c 

practitioner/not  known  82  92 
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Trust  was  the  major  reason  for  use  of  nonscientif ic  practitioners. 
The  other  reasons  listed  had  little  influence  on  the  selection  of  non- 
scientific  practitioners  for  the  two  groups  (table  BB). 

Selection  of  Nonscientif ic  Practitioners 


Non-  

Participant 


Participant 


Trust 

Convenience 
Friends 
Fami ly 

Do  not  use  nonscientif ic 
practitioner/Not  known 


36% 
1 
1 
2 

50 


26% 
1 
0 
4 

69 


Given  a  choice  of  both  scientific  and  nonscientif ic  practitioners 
for  care  of  a  sick  child,  very  few  nonparticipants  or  participants  would 
select  religious  healers.    The  first  choice  for  both  groups  was  hospital 
clinic  facilities,  indicating  they  use  scientific  sources  of  health 
care  over  nonscientif ic  practitioners  (table  CC|. 

TABLE  CC 

Use  of  Scientific  and  Nonscientif ic  Practitioners 


Non- 

Participant  Participant 


Private  doctor  34%  8% 

Hospital  Clinic  57  20 

Curanderos,  Faith  or 

religious  healers  3  7 

Not  used  5  58 

Not  known  1  7 
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Attitudes  about  Periodic  Health  Exams 


A  majority  of  the  nonparticipants  believe  that  a  periodic  health 
exam  is  important  for  children.  Only  a  small  percentage  of  nonparti- 
cipants felt  that  periodic  health  exams  were  not  important      (table  DD  ) . 

TA3LE  DD 

Belief  in  Periodic  Health  Exam  for  Children 


Non- 

 Participant.  Participant 

Important  95%  94% 

Not  important  5  0 

Not  known  0  4 


Of  the  two  reasons  given  as  ways  periodic  health  exams  can  help 
children,  detection  of  illness  was  the  main  reason  given  by  both  groups. 
More  nonparticipants  believed  that  periodic  health  exams  can  help 
children  stay  healthy     (table  EE)- 

TABLE  EE 

Periodic  Health  Exams  Can  Help  Children 


Non- 

Parti  cipant  Participant 


Stay  healthy  34%  17% 

Detect  illness  53  59 

Not  known  13  24 


Both  nonparticipants  and  participants  agree  that  the  best  time  for 
the  exam  is  before  symptoms  occur.    More  nonparticipants  believe  the 
best  time  to  receive  a  periodic  health  exam  is  during  the  illness 
(table  FF;. 
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TAuLE  FF 

Best  Time  For  Periodic  Health  Exam 


'ion-  

Participant  Participant 


Before  symptoms  83%  39% 

During  illness  12  4 

After  illness  5  1 

0  6 


Periodic  health  exams  have  been  rece  ved  by  more  nonparticipant 
children  than  participant  children  (table  G6) . 

TABLE  GG 
Previous  Periodic  Health  Exam 


Non- 

Participant  Parti  cipant 


Yes  70%  60% 

No  30  35 

Not  known  0  5 


More  nonparticipants  had  received  exams  within  the  last  6  months  to 
two  years  than  participants.    A  portion  of  participant  children  had  not 
received  a  periodic  exam  before  the  one  where  the  interview  was  done. 
Nonparticipants  had  fewer  children,  who  had  never  received  a  periodic 
health  exam  (table  HH) . 

TABLE  HH 
Last  Periodic  Health  Exam 


 Non-   

 Participant  Participant 

Within  last  6  months                                31%  14% 
 (continued ) 
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Last  Exam,  Cont. 


Non- 

Participant 


Participant 


Within  last  7-12  months 
Within  last  1-2  years 
Within  last  3-5  years 
None 

Not  known 


17 

24 
6 

16 

6 


1 

42 
5 

30 
8 


A  total  of  50  percent  of  the  recipients  interviewed  received  their 
exams  from  clinic  situations.    Some  nonparticipants  have  received  health 
exams  at  EPSDT  clinics  before,  but  other  clinic  settings  are  utilized 
more  frequently.    Well  baby  clinics  and  hospital  clinics  were  used  more 
frequently  for  health  exams  than  any  other  medical  facility  (table  II). 

TABLE  II 

Where  Periodic  Health  Exam  Was  Obtained 
(Asked  only  of  Nonparticipants) 


Non- 
Participant 


EPSDT  14 

Well  Saby  Clinic  19 

Hospital  clinic  17 

Private  doctor  10 

School  1 

Other  39 


Well  Baby  Clinics  are  attended  by  more  nonparticipants  in  Area  X, 
and  nonparticipants  in  Area  Y  attend  hospital  clinics  more  frequently 
for  periodic  health  exams  (table 
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TABLE  JJ 

Where  Periodic  Health  Exam  Was  Obtained 
(Asked  Only  of  Monparticipants ) 
(By  Area) 


Non- 
Participant 


Area  X  Area  Y 


EPSDT  15%  14% 

Well  Baby  Clinic  22  12 

Hospital  clinic  15  22 

Private  doctor  10  10 

Other  38  41 


A  clinic  setting  is  preferred  for  the  child's  periodic  health  exam 
by  more  nonparticipants  than  participants.    More  participants  prefer  the 
medical  exam  being  done  through  the  EPSDT  program  than  nonparticipants, 
while  nonparticipants  prefer  hospital  clinic  facilities  (table,  kk). 

TABLE  KK 

Medical  Facility  Preferred  For  Periodic  Health  Exam 


Non- 

Participant  Participant 


EPSDT  Program  25%  35% 

Well  Baby  Clinic  16  4 

Hospital  clinic  32  30 

Private  doctor  18  15 

School  1  1 

Other  8  15 


When  nonparticipants  were  divided  oy  geographic  area,  the  recipients 
in  Area  X,  South  Dallas,  positioned  hospital  clinic  screening  sites  in 


118 


second  place  to  the  EPSDT  program  as  a  site  for  the  periodic  health  exam. 
Area  Y  nonparticipants  favor  hospital  clinics  sites  to  EPSDT  as  a  setting 
for  the  examination.    Participants  in  both  geographic  areas  prefer  the 
EPSDT  program  for  medical  screening  site  (table  LL). 


TABLE  LL 


Medical  Facility  Preferred  for  Periodic  Health  Exam 

(By  Area) 


Non- 
Participant  Participant 

Area  X         Area  Y        Area  X     Area  Y 


EPSDT  Program  28%  20%  31%  35% 

Well  Baby  Clinic  18  14  8  2 

Hospital  clinic  25  44  20  35 

Private  doctor  18  16  15  15 

Other  11               6  26  12 


Nonparticipants  are  basically  dissatisfied  with  the  EPSDT  periodic 
health  exam  program.    Forty  percent  of  participants  expressed  satis- 
faction with  the  program,  but  a  majority  did  not  reveal  their  opinion 
to  the  interviewer (table  MM). 


TABLE  MM 

Satisfaction  with  EPSDT  Periodic  Health  Exam  Program 


Non - 

Participant  Participant 


Satisfipd  27%  40% 

Dissatisfied  53  6 

Not  known  20  54 
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The  reasons  given  for  the  nonparticipants  missing  the  appointment 
for  the  EPSDT  periodic  health  exam  were  statements  of  problems  with 
transportation  or  that  they  had  other  things  to  do.    A  large  group  of 
nonparticipants  stated  they  never  missed  an  appointment  or  that  no 
appointment  had  been  made  for  them  (table  NN). 

(TABLE  NN) 

Reasons  for  EPSDT  Missed  Appointments 
(Nonparticipants  Only) 


Non- 

Participant 


Transportation  18% 

Sickness  in  family  7 

Other  things  to  do  12 

No  baby  sitter  1 

Bad  experience  at  EPSDT  clinic  9 

Child  not  sick  or  refused  to  go  3 

Never  missed  appointment  21 

Other  29 


Nonparticipants  had  a  large  variety  of  reasons  for  nonattendance. 
Area  X,  South  Dallas  recipients  listed  more  reasons  for  not  keeping  the 
appointment  and  had  more  problems  with  previous  EPSDT  clinics  than 
Area  Y  recipients.    Area  Y,  Oak  Cliff  recipients  appeared  to  have  more 
transportation  problems  and  illness  in  the  family  to  prevent  atten- 
dance.   Area  Y  had  a  larger  number  of  people  who  stated  they  never 
missed  an  appointment  (tableOO). 

TABLE  00 

Reasons  for  EPSDT  Hissed  Appointments 
(Nonparticipants  by  group) 


Transportation 
Sickness  in  family 
Other  things  to  do 


Nonparticipants 
Arpfl  1  Area  J 

ifi%  ^8% 

6  10 
12  14 

(continu 
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Missed  Appointments,  Cont. 


Area  X 

Area  Y 

No  baby  sitter 

It 

0% 

Bad  experience  at  EPSDT  clinic 

10 

4 

Child  not  sick  or  refused  to  go 

4 

0 

Never  missed  appointment 

19 

24 

Other 

31 

30 

Participants  stated  there  were  few  problems  in  keeping  the  appoint- 
ment for  the  EPSDT  periodic  health  exam.    Transportation  was  the  largest 
problem  to  overcome  in  order  to  attend  the  clinic  (table  PP). 

TABLE  PP 

Problems  In  Keeping  EPSDT  Appointments 
(Participants  Only) 


Participants 


Transportation  4% 

Sickness  in  family  1 

Other  things  to  do  2 

Other  problems  2 

No  problem  91 


DISCUSSION  OF  SURVEY  FINDINGS 

It  appears  from  the  demographic  information  comparing  nonparticipating 
families  with  those  participating  that  where  parents  have  direct  responsi- 
bility for  the  care  of  their  children  they  are  more  apt  to  participate 
in  preventive  health  programs.    The  mothers  and  persons  responsible  for 
the  care  of  children  in  families  not  keeping  appointments  were  more  often 
at  lower  educational  levels  than  mothers  who  brought  their  children  for 
EPSDT  services.    Mothers    who  did  not  care  for  their  children  in  the  non- 
participant  group  were  younger  than  those  who  used  EPSDT. 

When  asked  whether  medical  care  was  good  for  themselves  as  well  as 
their  children,  all  expressed  belief  (possibly  to  appeal  to  the  inter- 
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viewer)  ir.  medical    care  to  be  beneficial.    Although  the  behavior  of  nc 
participants  does  not  appear  to  reflect  this  belief  it  is  very  possible 
that  so-called  nonparticipants  utilize  other  sources  of  health  care, 
such  as  hospital  clinics,  well  baby  clinics,  and  private  physicians. 
Indeed,  a  large  majority  of  both  groups  say  that  they  use  hospital  clinics 
for  themselves  and  their  children's  medical  care.    In  the  area  with  a 
somewhat  larger  population  of  Mexican-Americans,  Area  Y,  and  somewhat 
higher  economic  level,  approximately  three-quarters  say  they  utilize 
hospital  clinics  for  medical  care.    This  appears  to  be  especially  true  of 
nonparticipants  in  the  EPSDT  program.    It  suggests  that  the  program  may 
be  duplicating  existing  available  services  for  the  consumer  which  are 
more  efficiently  delivered  at  a  site  where  both  referral  and  comprehensive 
primary  health  care  services  are  readily  available. 

Immunization  records  are  consistently  poor.    Both  users  and  non- 
users  apparently  believe  in  their  value  but  often  wait  until  school 
demands  and  requirements  force  them  to  have  their  children  immunized. 
This  indicates  a  need  for  understandable  health  education  and  outreach 
programs  specific  to  recipient  characteristics  of  localized  populations. 

Although  both  participants  and  nonparticipants  profess  a  belief  in 
scientific  health  practitioners,  a  significant  number  were  found  that 
also  depend  on  religious  and  folk  healers.    It  may  well  be  that  some 
recipients  use  both.    There  appears  a  somewhat  greater  trust  in  non- 
scientific  practitioners  by  nonparticipants  than  by  participants. 

Nonparticipants  as  well  as  participants  state  a  belief  in  periodic 
health  examinations.    Paradoxically,  nonparticipants  had  fewer  children 
who  had  not  had  a  periodic  health  examination.    This  further  supports 
the  previous  evidence  that  they  are  receiving  the  service  elsewhere. 
It  should  be  noted  in  support  of  this  explanation  that  in  Area  X 
almost  twice  as  many  nonparticipants  attend  well  baby  clinics  as  par- 
ticipants.   As  might  be  expected  dissatisfaction  with  the  EPSDT  program 
is  greater  among  nonparticipants. 

The  reasons  given  for  participation  or  nonparticipation  were 
numerous  in  both  groups.    Prominent  among  these  were  convenience,  trans- 
portation, belief  in  better  care,  and  loyalty  to  existing  providers.  It 
was  of  interest  that  participating  clients  gave  fewer  reasons  for  their 
choices.    Transportation  difficulties  and  competing  personal  needs 
accounted  for  a  large  percentage  of  screening  clinic  attendance  pro^ 
blems  among  the  nonparticipants.    Failure  in  communication  by  service 
delivery  staff  was  reflected  in  the  denial  of  missed  appointments  by 
the  nonparticipants.    This  denial  may  be  related  to  memory  failure  but 
this  could  be  overcome  by  postcard  or  telephone  reminders. 

The  differences  in  utilization  behavior  reported  by  geographic 
area  indicate  that  within  the  public  assistance  population  there  are 
differing  subsets  of  populations,  especially  where  there  are  cultural 
and  educational  level  variances  within  the  total  population.    This  data 
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supports  previous  studies  that  have  reported  these  subgroup  variations. 

Since  the  majority  of  recipient  population  use  hospital  clinics 
rather  than  private  physicians  the  question  arises  as  to  whether  EPSDT, 
is  fulfilling  its  intended  purpose,  i.e.,  provide  AFDC  recipients  the 
opportunity  to  move  into  the  mainstream  of  American  medicine,  pre- 
sumably private  medical  practice.    One-third  of  the  target  population, 
certainly  not  the  majority,  were  found  to  have  availed  themselves  of 
this  opportunity. 

Recommendations 

Based  on  the  findings,  the  following  recommendations  are  offered: 

1.  Screening—periodic  health  examinations—should  be 
performed  where  recipients  customarily  receive  health 
care,  either  at  a  primary  care  clinic  (hospital  or  free 
standing)  or  at  a  private  physician's  office.  An 
auxiliary  periodic  health  examination  could  be  con- 
ducted as  a  result  of  an  acute  care  episode  at  hospital 
emergency  rooms,  acute  care  clinics,  physician's  office 
etc. 

2.  Development  of  a  method  for  linkage  of  EPSDT  with  estab- 
lished primary  and  acute  care  clinics,  hospitals  and 
private  providers  to  facilitate  implementation  of  the 
above  recommendation. 

3.  Identify  and  investigate  the  sources  of  periodic  health 
examinations  and  develop  a  method  to  use  these  when 
appropriate  in  order  to  prevent  duplication  of  services. 

4.  Provide  transportation  to  health  services  that  is  respon- 
sive to  recipient  needs  and  assures  maximum  accessibility 
to  health  services  for  recipient  population. 

5.  Design  and  test  a  clinic  appointment  system  that  is  aimed 
at  avoiding  lengthy  waiting  periods. 

5.    Provide  effective  health  education  based  on  recipient  desires 
and  needs  and  using  peer  group  members  where  appropriate. 

7.    Recipient  feed-back  about  available  services,  their  satis- 
faction and  dissatisfaction  as  well  as  their  ideas  should  be  a 
mandatory  requirement  for  local  EPSDT  program  administrators. 


123 


REFERENCES 


1.  Bailey,  N.T.J. :    Studies  of  queues  and  appointment  systems  in  hospital 
outpatient  departments  with  special  reference  to  waiting  times. 

J.  Royal  Statist.  Spc.    41:185,  1952. 

2.  Welch,  J.  D.  and  Bailey,    N.T.J. :    Appointment  systems  in  hospital  out- 
patient departments,  Lancet  1:1105,  1952. 

3.  Fetter,  R.  B.  and  Thompson,  J.D.:    Patients  waiting  time  and  doctors 
idle  time  in  the  outpatient  setting,  Health  Serv.  Res.  1:66,  Summer  1966. 

4.  Rockart,  J.  F.  and  Hofmann,  P.  B.:    Physician  and  patient  behavior 
under  different  scheduling  systems  in  a  hospital  outpatient  department. 
Med.  Care  7:463,  1969. 

5.  White,  M.J.B.,  and  Pike,  M.C.:    Appointment  Systems  in  Outpatient 
Clinics  and  the  Effect  of  Patient's  Unpunctual ity.    Med.  Care  2:133, 
1964. 

6.  Soriano,  A.:    Comparisons    of  two  scheduling  systems.    Operations  Res. 
14:388,  1966. 

7.  Glogow,  E. :    Effects  of    health  education  methods  on  appointment 
breaking.    Pub.  Health  Rep.    85:441,  1970. 

8.  Schroeder,  S.  A.:    Lowering  broken  appointment  rates  at  a  medical 
clinic.    Med.  Care  11:75,  1973. 

9.  Hertz,  P.  and  Stamp,  P.  L. :    Appointment-keeping  behavior  re-evaluated. 
Am.  J.  Pub.  Health  67:1033,  1977. 

10.  Morris,  N.  M.,  Hatch,  M.  H.  and  Chipman,  S.  S.:    Deterrents  to  well 
child  supervision.    Am.  J.  Public  Health  56:1232,  1966. 

11.  Alpert,  J.  J.:    Broken  appointments,    fed.  34:127,  1964. 

12.  Ambuel,  P.  J.,  Cebulla,  J.,  Watt,  N. ,  and  Crowne,  D.  P.:    Am.  J.  Pis. 
Child  108:394,  1964. 

13.  Hurtado,  A.  V.,  Greenlick,  M.  R.,  and  Colombo,  T.  J.:  Determinants 
of  medical  care  utilization:    Failure  to  keep  appointments.  Med. 
Care  11:189,  1973. 

14.  Leopold,  E. :    Whom  do  we  reach?    A  study  of  health  care  utilization, 
fed.    53:341,  1974. 


124 


REFERENCES  CONTINUED: 


15.  Stines,  0.  C,  Chuaqui,  C,  Jiminez,  C.  and  Oppel,  W.  C.:  Broken 
appointments  at  a  comprehensive  clinic  for  children.    Med.  Care 
6:332,  1968. 

16.  Elinson,  J.,  Henshaw,  S.  K.,  and  Cohen,  S.  D.:    Response  by  a  low 
income  population  to  a  multiphasic  screening  program:    A  sociologic 
analysis.    Prev.  Med.  5:414,  1976. 

17.  Badgley,  R.  F.  and  Furnal,  M.  A.:    Appointment-breaking  in  a  pediatric 
clinic.    Yale  J.  Biol.  Med.    34:117,  1961. 

18.  Olencki,  M.:    Appointment-breaking  in  a  general  medical  clinic. 
Research  Memorandum  No.  5  Series  C.    New  York:    Cornell  Comprehensive 
Care  and  Teaching  Program,  1959. 

19.  Skinner,  T.  J.,  Price,  B.  S.,  Scott,  D.  W.,  and  Gorry,  G.  A.:  Factors 
affecting  the  choice  of  hospital-based  ambulatory  care  by  the  urban 
poor.    Am.  J.  Public  Health  67:439,  1977. 

20.  Gray,  R.  M.,  Kesler,  J.  P.,  Moody,  P.  M.:    The  effects  of  social  class 
and  friends  expectations  on  oral  poliomyelitis  vaccination  parti- 
cipation.   Am.  J.  Public  Health  56:2-28,  1966. 

21.  Podell,  L.:    Health  care  of  preschool  children  of  families  on  welfare. 
New  York  State  Journal  Med.    73:1120,  1973. 

22.  Bice,  T.  W.  and  Eichorn,  R.  L.:    Socioeconomic  status  and  use  of 
physician  service:    A  reconsideration.    Med.  Care    10:261,  1972. 

23.  Glasser,  M.  A.:    A  study  of  the  public's  acceptance  of  the  Salk 
vaccine  program.    Am.  J.  Public  Health  48:141,  1958. 

24.  Clausen,  J.  A.,  Seidenfeld,  M.A.,  and  Deasey,  L.  C:    Parent  attitudes 
toward  participation  of  their  children  in  polio  vaccination  trials. 
Am.  J.  Public  Health  44:1526,  1954. 


125 


CHAPTER  6 
MAXIMIZED  INTERAGENCY  COOPERATION 


CHAPTER  6 


MAXIMIZED  INTERAGENCY  COOPERATION 


As  a  result  of  the  Young  Adult  EPSDT  Clinic  demonstration,  project 
staff  and  administrators  from  some  of  the  agencies  participating  in  YAC 
concluded  that  an  overlap  existed  in  Dallas  medical  services  provided  to 
needy  children.    Together  they  proposed  a  study  to  determine  the  current 
status  of  health  delivery  programs  in  the  city.    The  purpose  was  to  identi- 
fy those  agencies  offerririg  similar  health  services  to  the  same  eligible 
population.    In  the  process,  they  discussed      contractural  agreements  be- 
tween overlapping  services  agencies.    This  concept  was  assumed  to  be  a 
viable  method  for  reducing  duplication,  and  associated  costs.  Discussions 
with  DHR  administrators  indicated  there  was  state  office  interest  in  this 
matter.    This  became  the  Maximized  Interagency  Cooperation  (MIC)  variable. 
Involvement  of  the  Dallas  project  in  this  function  began  upon  DREW  approval  of 

FY  78  project  activities. 

MIC  was  designed  as  a  method  of  contracting  and  coordinating  EPSDT  service 
delivery  with  agencies  already  serving  EPSDT  clientele.    The  objectivies  were: 

o    To  increase  penetration  rates  of  Title  XIX  eligibles 

o    To  reduce  duplication  of  medical  services 

o    To  increase  available  Title  XIX  screening  sites 

o    To  assist  in  developing  methods  for  implementation  of 
interagency  services 


METHODOLOGY 

The  project  surveyed  identified  medical/social  services  agencies  in 
Dallas  and  found  the  assumption  of  overlapping  programs  to  be  valid.  Many 
EPSDT  eligibles  were  involved  with  one  or  more  programs  providing  physical 
assessments,  these  include: 

o    Child  Health  Services  of  the  Dallas  City  Health  Department 

o    Planned  Parenthood  of  Northeast  Texas 


o    Dallas  Head  Start  Program 


o    Dallas  Maternal  Health  and  Family  Planning 

Even  though   physical.. assessments  were  routinely  conducted  there  were  no 
agencies  providing  the  broad  examination  of  Title  XIX  medical  screening.  The 
extent  of  the  physical  assessment  was  determined  by  the  purpose  and  scope  of  each 
agency.    Meetings  were  held  with  agencies  to  discuss  the  range  of  services  pro- 
vided and  determine  the  level  of  interest  in  a  cooperative  effort  to  screen  AFDC 
f ami  1 ies . 
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These  meetings  detailed  the  areas  of  concern  in  negotiating  an  interagency 
agreement  with  DHR.  "The  department's  major  contract  for  Title  XIX  services 
is  with  the  Texas  Department  of  Health  (TDH).  -The  TDH  presently  provides 
all  EPSDT  screening  in  the  state  either  directly  or,  as  in  Dallas,  by 
subcontract  with  the  local  health  department.    Two  other  contracts  for  Title 
XIX  services  are  presently  operational:    Inman  Christian  Center  and  Health 
Incorporated,  both  San  Antonio  based  EPSDT  outreach  and  monitoring  services. 

The  DHR  does  have  a. Title  XX  contract  with  the  University  of  Texas 
Health  Science  Center  at  Dallas,  Southwestern  Medical  School,  Division  of 
Maternal  Health  and  Family  Planning.    This  contract  provides  Family  Planning 
services  to  eligible  AFDC  recipients  in  the  City  of  Dallas.    In  addition, 
this  agency  desired  to  open  their  clinics  to  male  patients,  and  was  negotiating 
with  the  Dallas  Independent  School  District  regarding  a  cooperative  plan  for 
serving  teenagers  through  the  school  System.    Initial  contracts  with  the 
medical  and  social  services  staff    of  Maternal  Health  and  Family  Planning 
indicated  a  positive  response  to    the  idea  of  combining  EPSDT  with  family 
planning  services   (see  appendix  8).  Special  benefits  were  seen  for  AFDC 
recipients  ages  12  through  20,  many  of  whom  already  receive  family  planning 
services  while  they  are  outreached  and  appointed  to  EPSDT  screening  clinics 
with  mediocre  success. 

The  desire  and  willingness  of  the  Maternal  Health  and  Family  Planning 
agency  to  explore  an  expansion  of  their  services  to  include  EPSDT  resulted  in 
the  decision  to  concentrate  further  project  efforts  with  this  agency.  The 
Dallas/Ft.  Worth  Regional  EPSDT  administration  staff  began  to  work  with  project 
staff,    and  subsequently  assumed  the  leadership  role  in  this  endeavor. 

Several  issues  were  identified  during  work  sessions  with  the  department's 
regional  EPSDT  program  staff,. and  family  planning  agency  staff. 

Confidentiality 

There  are  two  areas  of  confidentiality  that  need  definition: 
(1)  Identification  of  EPSDT  recipients  must  be  made  before  screening  to  insure 
they  receive  the  appropriate  screening  tests.    Therefore,  the  DHR  must 
provide  a  method  for  confirmation  of  eligibility.    (2)  In  order  to  protect 
the  rights  of  individual  recipients  when  referrals  result  from  a  medical 
screen  by  a  contracting  agency,  the  source  of  the  screen  would  not  be  re- 
vealed but  simply  be  called  an    EPSDT  screen. 

Reporting  Methods 

A  reporting  mechanism  in  which  the  needs    and  limitations  of  each  party 
are  considered  is  critical  to  effective  interagency  cooperation.  While 
federal  and  state  regulations  must  be  met,  the  reporting  procedures  must  be 
simplified  so  that  a  contracting  agency  can  intergrate  the  required  reporting 
procedures  within  their  existing  system  to  the  satisfaction  of  both  parties. 

RESULTS 

Of  the  agencies  surveyed  only  Maternal  Health  and  Family  Planning  expressed 
an  interest  in  combining  EPSDT  services  with  the  ones  they  currently  offer. 
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An  overlap  in  clientele  occurs  between  DHR  and  Family  Planning.    A  study 
showed  that  32  percent  of  the  EPSDT  eligible  females  between  12  and  20 
years  of  age  are  currently  receiving  family  planning  services. 

CONCLUSION 

The  need  exists  for  an  effective  mechanism  to  reduce  duplication  of 
medical  screening.    Meetings  were  held  to  discuss  the  issues  and  to  solicit 
opinions,  goals,  concerns,  and  anticipated  actions  of  each  agency. 
Negotiations  between  regional  medical  administrators  and  family  planning 
administrators  continue.    Under  these  circumstances  it  may  be  necessary 
to  view  Maximized  Interagency  Cooperation  as  an  ideal  situation  rather  than 
a  plan  for  practical  application. 


RECOMMENDATIONS 
The  recommendations  are: 

1.  The  DHR  negotiate  contracts  with  other  agencies  performing 
medical  assessments  in  order  to  increase  the  available  EPSDT 
screening  sites. 

2.  The  booklet  Operational  Guidelines  for  Interagency  Agreements, 
edited  by  Winnie  0.  Willis  and  JoAnne  Reuss,  The  University 
of  Michigan,  School  of  Public  Health  (1977),  be  used  as  a 
guideline  to  assist  in  organizing  a  potential  interagency 
contract. 
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ADMINISTRATION 

During  1975,  the  Medical  Services  Division  of  the  Texas  Department 
of  Public  Welfare  collaborated  with  the  Health  Services  Research  Institute 
in  developing  the  concept  of  an  EPSDT  research  and  demonstration  project 
to  be  placed  within  the  State  in  an  urban  area  that  had  a  high  density  of 
AFDC  recipients.    Selection  of  Dallas  as  the  project  site  was  agreed  upon, 
and  meetings  to  coordinate  and  develop  an  appropriate  plan  of  action  com- 
menced during  the  spring  of  that  year.    The  Dallas  Regional  Administrator 
and  regional  social  service  management  staff  extended  full  cooperation  to 
this  effort.    The  Project  was  funded  in  July  1975,  at  which  time  an  ex- 
ecutive decision  was  made  to  transfer  its  administration  to  the  Special 
Projects  Bureau. 

Project  personnel  were  hired  in  accordance  with  departmental  personnel 
policy  and  EEOC  regulations.    Selection  of  the  Principal  Investigator  and 
Assistant  was  shared  with  the  Dallas  Regional  Administrative  staff;  the 
final  decision  was  left  to  the  Chief  of  the  Special  Projects  Bureau.  State- 
wide notification  of  these  Project  positions  at  all  welfare  offices  had 
occurred  in  July.    In  August  after  the  required  posting  time,  and  the  re- 
views of  applicant  qualifications  under  State  Merit  System  rules,  graded  in- 
terviews were  conducted  by  the  Assistant  Regional  Administrator  and  a  Bureau 
staff  member.    Final  interviews  by  the  Bureau  Chief  took  place  in  September, 
and  these  two  project  positions  were  activated  October  1,  1975. 

The  procurement  of  office  equipment  and  supplies,  announcements  of 
remaining  positions,  and  selection  of  staff  became  one  of  several  major 
priorities  of  the  Chief  Investigator  and  Assistant  over  the  next  four 
months.    Delays  in  postings  and  the  volume  of  applications  (over  60  for 
casefinding  positions)  further  complicated  matters.    Co^ncidently,  initia- 
tion of  contacts  with  the  project  evaluators,  with  State  and  local  health 
departments,  with  regional  and  State  office  EPSDT  staff,  and  the  develop- 
ment of  a  statewide  advisory  committee  occurred.    Planning  for  the  manage- 
ment of  project  staff,  for  the  control  and  monitoring  of  project  activities, 
for  training  in  EPSDT  as  well  as  for  the  specific  methodology  and  techniques 
to  be  used  by  the  Project,  and  for  development  of  data  collection  forms 
were  further  priorities. 

In  planning  the  strategy  to  begin  approved  variables  in  all  research 
sectors  by  February,  a  major  problem  crystallized.    The  casefinding  ex- 
periment to  be  used  in  sectors  A  and  R  (transportation  incentive  payment 
for  clients  successful ly  screened)  was  found  to  be  unfeasible  in  Dallas 
due  to  political  climate,  security  concerns,  and  questionable  constitu- 
tionality.   The  Federal  project  officer  travelled  to  Dallas  in  December  1975 
to  review  this  problem  with  regional  administrators  and  project  staff. 
Authorization  to  delete  this  test  was  obtained.    However,  the  problem  of 
replacing  a  casefinding  variable  remained  throughout  the  year  and  was  only 
partially  resolved  through  use  of  student  casefinders  in  sector  B. 
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The  Dallas  Regional  Administrator,  Miss  Rosalind  Giles,  provided  will- 
ing support  and  guidance  to  the  Project  during  this  period.    Contacts  were 
frequent  and  communications  were  open.    Due  to  her  retirement,  a  change  in 
administration  took  place  in  January  1976.    The  new  administrator  expressed 
concern  that  the  Project  was  not  regionally  managed  but  received  direction 
from  a  State  office  division. 

Efforts  to  resolve  research  problems  continued  as  implementation  be- 
gan in  February  1976.    A  further  complication  began  at  this  point.  There 
were  changes  in  the  regional  EPSDT  Program.    These  had  no  significant  im- 
pact on  the  Project  until  the  need  arose  to  obtain  consistency  in  control 
data.    To  obtain  valid  comparability  of  research  and  nonresearch  data, 
consistency  in  a  control  area  is  critical.    During  March  and  April  1976  con- 
centrated efforts  to  resolve  both  problems  were  made  by  the  regional  program, 
project,  and  medical  services  staff.    The  proposal  to  transfer  all  EPSDT 
services  to  the  project,  which  would  have  resulted  in  a  100  percent 
sample  as  opposed  to  40  percent,  was  vetoed  at  the  executive  level.  An 
alternative  agreement  made  by  the  region  with  the  Project  to  conduct  pro- 
ject casefinding  in  sectors  A  and  B  and  to  specify  consistency  in  control 
sector  D  was  implemented  in  April. 

During  the  Project's  refunding  period,  May  and  June,1 19^6  solution  of 
these  problems  was  questionable.    Refunding  was  made  contingent  upon  their 
resolution.    An  onsite  review  by  the  Federal  project  officer  in  late  June 
1976  resulted  in  the  project's  request  for  State  funds  to  employ  two  staff 
members  for  casefinding  in  sector  A.    Upon  approval,  Federal  matching 
funds  were  requested,  and  two  workers  were  hired  in  August  1976.  Efforts 
between  the  region  and  project  to  purify  control  data  continued  through 
September  1976.    In  October  1976  the  project  was  able  to  assure  validity  of 
control  data. 

Problems  encountered  during  the  second  and  third  years  were  minimal. 
There  was  a  statewide  trend  in  reduction  of  AFDC  recipients,  and  this  was 
reflected  in  the  Dallas  area.    This  resulted  in  a  small  decrease  in  the 
sample  population  size.    Two  approved  tests  for  FY  1977,  reimbursement  to 
medical  providers  and  initial  dental  examination  clinics  were  deleted  pro- 
ject activities.    Establishing  and  maintaining  positive  coordination  of 
agencies  participating  in  the  Young  Adult  Screening  variable  and  in  trying 
to  seek  consensus  on  procedures  was  time-consuming  and  sometimes  frustrating. 
However,  the  concensus  resulted  in  no  major  impediment  to  implementation. 

Planning  and  implementation  of  third  year  activities  proceeded 
smoothly.    Two  demonstration  variables  were  deleted  from  FY    78  approved 
activities:    EPSDT  medical  screening  in  the  schools,  and  developmental 
assessment.    Two  major  issues  confronted  the  project  in  the  EPSDT  school 
variables:  (l )  Departmental  concern  that  this  demonstration  was  not  in 
keeping  with  federal  program  initiatives  and  the  proposed  Child  Health 
Assessment  Program  (CHAP).    The  movement  towards  closer  linkages  between 
medical  screening  and  delivery  of  primary  medical  care  fostered  a  recon- 
sideration by  DHR  of  the  "two-step"  (medical  screening  by  public  sector 
agencies,  diagnosis/treatment  by  private  medical  providers)  EPSDT  service 
delivery  system.    The  screening-in-the  school  variable  was  thus  interpreted 
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as  a  perpetuation  of  the  "two-step-method,"  (2)  Lack  of  understanding  ex- 
isted about  the  follow-up  services  for  non--AFDC  school  children  who  would 
take  part  in  the  demonstration.    Referral  for  further  diagnosis/treatment 
of  this  group  was  to  be  handled  by  agreement  with  the  Dallas  Independent 
School  District  through  their  established  procedures.    Actual  monitoring 
was  to  be  the  responsibility  of  the  district's  Health  Services  Division 
and  would  be  performed  by  local  school  nurses  who  were  already  accustomed 
to  assisting  children  and  their  families  (AFDC  &non  -AFDC)  in  securing 
needed  medical  care.    A  request  to  delete  this  test,  and  consequent  approval 
was  obtained  August  1977. 

The  second  variable  i.e.  developmental  assessment  of  school-age  re- 
cipients was  proposed  to  test  a  method  of  assessment  other  than  the  gross 
measure  by  personal  observation  of  the  screener  used  in  the  Dallas  area. 
An  initial  review  of  literature  and  instruments  available  highlighted  the 
ever-recurrent  debate  among  professionals  regarding  developmental  assess- 
ment.   The  project  was  unsuccessful  in  identifying  or  obtaining  an  assessment 
instrument  suitable  for  screening  those  over  six  years  of  age.  Instruments 
reviewed  were  lengthy  and  complicated,  required  expert  competency  to  ad- 
minister, and  were  diagnostic  in  purpose.    An  assessment  in  the  nature  of 
an  inventory  to  isolate  developmental  indicators  has  not  been  yet  discover- 
ed.   In  the  face  of  the  dilemma  confronted  by  the  project  in  proceeding  with 
this  test,  the  federal  project  officer  deleted  this  activity  in  January 
1978. 

Management  Structure 
Intra-Departmental  Structure 

Several  important  events  occurred  within  the  welfare  department  between 
June  and  August    1977.    Effective  August  29,  1977,  as  enacted  by  the  1977 
Texas  State  Legislature,  the  department's  name  was  officially  changed  from 
the  Texas  Department  of  Public  Welfare  (DPW)  to  the  Texas  Department  of 
Human  Resources  (DHR).    This  change  is  reflected  in  all  references  to  the 
department  in  this  report.    In  mid-August,  Commissioner  Raymond  W.  Vowel  1 
notified  the  members  of  the  board  and  the  department  staff  of  his  retire- 
ment, which  became  effective  August  31,  1977.    Early  in  September,  Mr. 
Jerome  Chapman,  Deputy  Commissioner,  was  appointed  to  succeed  Mr.  Vowel! 
as  Commissioner  of  the  Department  of  Human  Resources.    Additionally,  Mr. 
Alton  W.  Ashworth,  Chief,  Special  Projects  Bureau,  left  the  department  at 
the  end  of  August,  and  Dr.  Murray  Newman  was  appointed  to  administer 
bureau  activities  as  of  September  1,  1977.    Biennial  appropriations  to  DHR 
programs  were  cut  back  by  the  Texas  legislature  for  FYs  78  and  79.  This 
resulted  in  the  need  to  reduce  DHR  staff  across  the  state.    This  traumatic 
process  took  place  in  August,  prior  to  the  start  of  the  1978  state  fiscal 
year,  September  1977. 

An  in-depth  study  of  DHR's  organizational  structure  conducted  by  Cresap, 
McCormick  and  Paget,  Management  Consultants,  occurred  during  1976  and  1977. 
Incorporation  by  the  department  of  the  recommendations  that  resulted  from 
this  effort  is  presently  in  progress.    Activity  in  this  area  continued 
through  the  calendar  year.    The  proposed  plan  redefined  the  development  and 
administration  of  department  research  and  demonstration  (R  and  D)  projects 
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under  management  of  appropriate  program  areas,  as  opposed  to  a  central 
bureau  for  R  and  D.    The  transfer  of  special  project  operations  began 
November  1977  and  the  EPSDT  Project  was  transferred  to  the  Research  arid 
Evaluation  Division  of  the  department's  Medical  Services  Program  January 
1978.    Figure  1  demonstrates  this  administrative  structure. 

Intra-Project  Structure 

The  internal  organizational  structure  of  the  project  alligned  staff 
in  one  of  three  supervisory  units:  direct  services  (casef inding/case- 
moni toring) ,  data  collection/cost  accounting,  health  coordination.  Al- 
though managerial ly  defined  by  assignment  in  one  of  these  areas,  staff 
conducted  all  activities  as  a  functional  unit.    This  organizational  structure 
is  illustrated  in  figure  20 

A  revision  occurred  in  July  1977  when  all  sector  C  activities  became 
the  defined  responsibility  of  the  Health  Coordination  staff?   The  three 
managerial  units  were  retained  in  this  revision  but  casef inders/case- 
monitors  in  sector  C  were  reassigned  to  allow  experimentation  in  EPSDT 
service  delivery  methods.    This  is  illustrated  in  figure  3. 

Inter-Departmental  Structure 

Interaction  between  the  project  and  the  department's  EPSDT  program 
component  as  well  as  with  HSRI,  Texas  Department  of  Health  (TDH),  and  the 
City  of  Dallas  Health  Department  was  reflective  of  the  state's  division 
of  EPSDT  social  and  medical  services  between  two  agencies.    A  graphic 
definition  of  the  general  lines  of  communication  is  illustrated  in  figure  4. 

Staff  Training  in  Health  Conditions 

Twelve  (12)  health  training  seminars  were  conducted  by  the  project  in 
1976.    The  seminars  were  attended  by  project  personnel  and  EPSDT  program 
staff  from  the  Dallas/Fort  Worth  region.    Pretests  and  post-tests  were  ad- 
ministered, with  the  goal  of  an  80  percent  rate  of  knowledge  attainment. 

The  following  is  a  list  of  topics  presented: 

o  Communicable  Diseases  and  Immunizations 

o  Dermathology  Problems 

o  Heart  Illnesses 

o  Sickle  Cell  Anemia  and  Lead  Poisoning 

o  Diabetes  and  Mental  Health 

o  Child  Abuse/Emotional  and  Behavioral  Problems 

o  Growth  and  Development 

o  Nutrition 

o  Vision 

o  Hearing 

o  Venereal  Disease  and  Tuberculosis 

o  Musculoskeletal  Problems 


*See  chapter  2,  phase  II,  Accessibility- 
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Figure    2.     Project  Organization  Chart 
1-76  thru  6-77 
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Seminar  topics  were  selected  from  health  problems  most  commonly  found 
in  Texas  by  the  EPSDT  program.    These  are  problems  which  workers  are  most 
often  called  upon  to  monitor  to  assure  that  diagnosis  and  treatment  is  re- 
ceived by  the  recipient.    Two  topics  not  addressed  but  which  are  included 
in  the  top  five  causes  of  death  in  Texas  are  accidents  and  cancer.  These 
two  causes  of  death  are  problems  which  are  rarely  identified  in  EPSDT 
screening. 

An  objective  of  80  percent  level  of  knowledge  was  defined  for  each 
seminar.    Participants  were  given  pre  and  post  tests  to  determine  their 
actual  understanding  of  the  material  presented.    An  average  knowledge  of 
40-50  percent  was  found  prior  to  the  seminar.    Post-testing  indicated  an 
average  achievement  level  of  80-90  percent  level  of  knowledge.    The  material 
from  this  series  of  instructions  is  printed  under  separate  cover  and  is 
titled:    EPSDT  Health  Training  Manuals,  Texas  Department  of  Human  Resources. 
Supported  by  Federal  Grant  No.  ll-P-90157/6,  EPSDT  in  an  Urban  Setting, 
Dallas,  Texas,  October  15,  1978. 

Recipient  Health  Care  Information 

Information  regarding  preventive  health  care  practices  were  routinely 
provided  to  recipients  by  project  staff  throughout  all  phases  of  EPSDT. 
This  activity  was  functionally  described  by  project  staff  as  health  education. 
However,  development  of  specifically  defined  learning  objectives  and 
curricular  materials  for  educating  recipients  in  preventive  health  care 
practices  was  not  possible  within  the  total  framework  of  project  activities 
and  related  time  factors.    Efforts  in  this  area  consisted  mainly  of  in- 
formal discussions  between  project  outreach/follow-up  staff  and  recipient 
families  in  which  information  was  exchanged  on  the  topic  of  health  care. 
These  discussions  were  routinely  included  in  the  face-to-face,  in-home 
contacts  of  eligible  families.    The  recipient  parents  or  caretakers  who 
participated  in  the  extra  neighborhood  clinics  received  health  care  conselling 
during  all  phases  of  EPSDT,  especially  during  the  medical  screening  process. 
This  is  more  fully  described  in  Chapter  II,  Phase  II  of  accessibility. 

A  series  of  radio  interviews,  "Take  Care  of  Yourself,"  with  recognized 
community  leaders  and  health  professionals,  was  sponsored  by  the  project 
in  late  1977.    These  interviews  were  carried  by  Dallas  radio  station  KN0K, 
which  has  a  close  identity  with  recipients  in  the  project  area.  Broadcast 
over  a  span  of  18  weeks,  the  series  covered  a  broad  range  of  topics  con- 
cerning the  health  of  the  community. 

Among  those  who  participated  in  these  broadcasts  are: 

o    Lucy  Patterson  o  Shirley  Nealy  and  Jerry  Jackson 

Dallas  Councilwoman  Dallas  City  Dental  Health  Program 

o    Juanita  Craft  o  George  Shelton,  M.D. 

Dallas  Councilwoman 
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o    Eddie  B.  Johnson 

Regional  Director,  DHEW 
Region  VI,  Dallas 

o    Barbara  Cambridge,  Program 
Director,  Maternal  Health 
and  Family  Planning 
The  University  of  Texas 
at  Dallas 
Health  Science  Center 

o    Emmett  Conrad,  M.D. 

Transcripts  of  these  interviews  can  be 


SUMMARY 


o    Richard  Adams,  M.D.,  Director 
Health  Services 

Dallas  Independent  School  District 

o    Lowell  Berry,  M.D.,  Director 
Dallas  City  Health  Department 


found  in  appendex  9,   exhibit  1  . 


The  first  six  months  of  project  activities  were  mainly  devoted  to 
developmental  priorities,  i.e.  setting  up  an  office,  hiring  and  training 
staff,  development  of  lines  of  authority  and  communications,  etc.  This 
resulted  in  delayed  implementation  of  actual  research  and  demonstration 
tests.    Subsequent  to  the  initial  placement  of  project  variables,  serious 
difficulties  arose,  i.e.  securing  accurate  control  data,  coordination  with 
the  regional  EPSDT  program,  and  the  legality  of  a  major  first  year  test 
(recipient  incentive  payments).    Resolution  of  these  problems  was  assured 
early  in  the  second  year  and  difficulties  in  implementation  were  minimal 
from  that  time  forward. 

The  administrative  super  structure  within  which  the  project  functioned 
experienced  many  and  varied  changes  during  the  three  year  project  term. 
The  effects  of  these  changes  were  frequently  a  challenge  to  administrative 
staff  within  the  project  but  fortunately  evidenced  little  effect  on  pro- 
ject staff  directly  implementing  demonstration  activities.    Although  the 
annual  ratio  of  staff  turnover  in  DHR  is  high,  this  annual  occurrence  did 
not  happen  on  the  Dallas  project  where  more  than  90  percent  of  the  original 
staff  remained  through  the  three  year  period  and  80  percent  indicated  a 
willingness  to  continue  past  that  time. 

Advisory  Committee 

An  Advisory  Committee  was  formed  at  the  request  of  the  Commissioner 
of  the  Department  of  Human  Resources  to  provide  advise  and  consultation 
to  the  Project  on  matters  affecting  the  research  and  demonstration  activities. 
This  committee  chaired  by  Rosalie  Budnoff,  ACSW,  and  composed  of  thirty- 
two  individuals  from  across  the  state  selected  for  their  experience  and 
expertise,  was  convened  ten  times  between  May  1976  and  June  1978.    A  roster 
of  committee  members  appears  in  appendix  9,  exhibit    2.    Committee  Bylaws 
appear  in  appendix  9,  exhibit    3  .    Six  subcommittees  of  eight  to  ten 
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members  studied  and  reported  on  relevant  issues  to  the  whole  committee. 
These  small  groups  were  generally  very  active  and  were  divided  into  the 
following  topical  areas: 

o  Medical  and  Dental  Services  Subcommittee 

o  Government  and  Legislation  Subcommittee 

o  Client  Advocacy  Subcommittee 

o  EPSDT  Social  Services  Subcommittee 

o  Health  Education  and  Training  Subcommittee 

o  Coordination  of  Health  and  Welfare  Subcommittees 

Subcommittee  projects  covered  a  broad  array  of  subjects  which  were 
defined  by  the  membership  as  relevant  to  EPSDT. 

oo    Medical  and  Dental  Services  Subcommittee 

Objective:    To  evaluate  the  effectiveness  of  the  EPSDT  medical 
and  dental  components,  especially  their  coordination,  and  to 
make  recommendations  to  TDHR. 

ooo    Major  Study  Topics 

1)  Dental  services  process 

2)  Potential  for  inter-agency  cooperation 

3)  The  Young  Adult  Clinic  demonstration 

4)  Barriers  to  recipient  utilization  of  EPSDT 

5)  Programmatic  aspects  that  limit  recipient 
participation 

ooo    Related  Study  Topics: 

1)  Addition  of  Dental  Educator  to  Texas  EPSDT 
Screening  Teams 

2)  Impact  of  Title  V,  Dallas,  Children  and  Youth 
Project 

3)  Recipient  immunization  status 

4)  Infant  mortality  rate 

5)  Feasibility  of  medically  screening  all  children 
(including  non-AFDC) 

6)  Periodicity  of  medical  screening 

Recommendations: 

1)  Develop  program  to  medically  screen  eligible  recipients  in 
Title  XX  Day  Care  Facilities 

2)  Develop  program  to  medically  screen  in  the  schools 


oo    Government  and  Legislation  Subcommittee 
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Objective:    To  evaluate  the  impact  of  current  federal  and  state 
legislation  and  regulations  on  the  delivery  of  preventive  health 
care  services. 

ooo    Major  Study  Topics: 

1)  Administration  of  EPSDT  program,  state/federal 

2)  EPSDT  and  Texas  Department  of  Health 

3)  EPSDT  and  Texas  Department  of  Human  Resources 

4)  Upward  communication  problems;  Texas  Health 
Department  and  Texas  Department  of  Human  Resources 

5)  Use  of  multi-level  specialists  to  advise  on  EPSDT 

ooo    Related  Study  Topics: 

1)  Federal  and  state  laws  and  regulations  reqardinq 
EPSDT 

2)  Administrative  flow  of  legislation,  administration, 
documentation,  and  coordination  of  EPSDT  services 

3)  Improved  communication  among  recipients,  direct 
service  staff,  administrators,  and  policy  formulators 

ooo  Projects: 

1)    Survey  of  EPSDT  staff  to  determine  opinions  of  the 
program;  a  survey  questionnaire  was  submitted  to 
TDHR's  Medical  Services  division  for  distribution; 
the  subcommittee's  questionnaire  was  replaced  by 
another  instrument.    The  findings  were  sent  to  the 
subcommittee  who  felt  the  information  they  sought 
was  not  obtained 


oo    Client  Advocacy  Subcommittee 

Objective:  To  determine  motivation  of  consumer  to  participate  in 
the  EPSDT  program  and  to  determine  the  barriers  to  EPSDT  consumer 
participation. 

ooo    Major  Study  Topics: 

1)  Recipient  survey  for  information  on  reasons  for 
nonparticipation  in  EPSDT;  this  was  eventually 
dropped  because  a  similar  study  was  being  conducted 
by  the  project  and  there  was  no  funding  available 
for  this  supplementary  study. 

2)  Informal  interviews  with  recioients  in  a  round- 
table  discussion  to  learn  their  feelings  toward 
the  EPSDT  program 

3)  Survey  of  project  staff 

4)  Survey  of  TDHR's  regional  EPSDT  staff.    This  was 
not  feasible  due  to  lack  of  staff  time. 
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oo    Health  Education  and  Training  Subcommittee: 

Objective:    To  investigate  the  content,  methods  and  effectiveness 
of  current  training  of  EPSDT  staff  in  health  care  and  provision 
of  preventive  health  education  to  recipients  of  EPSDT. 

ooo    Major  Study  Topic: 

1)  Assist  the  project  in  development  of  health 
education  material 

2)  Study:    (a)  Health  care  education  and  training  of 
delivery  staff;    (b)  recipient  health  education 

Recommendations : 

Improve  functioning  of  the  project's  Young  Adult  Clinic  by: 

1)  Obtaining  direct  input  from  participating  agencies 

2)  Eliminating  the  survey  of  teen-agers  attending  the 
Young  Adult  Clinic 

Both  suggestions,  implemented  by  the  project,  were  of  assistance 
in  improving  the  functioning  of  the  clinic. 


oo    Social  Services  Subcommittee 

Objective:    To  analyze  and  evaluate  the  relationship  of  social 
work  services  and  specific  needs  of  EPSDT  recipients  and  make 
appropriate  recommendations. 

ooo    Major  Study  Topics: 

1)  Use  of  a  dental  hygienist  in  the  screening  process: 
subsequently  referred  to  the  medical/dental  sub- 
commi  ttee 

2)  Study  feasibility  of  a  contract  for  EPSDT  outreach 
and  follow-up  in  Dallas  similar  to  the  Inman  Center 
in  San  Antonio 

3)  Study  need  for  a  psychosocial  screening  instrument 
to  be  used  in  EPSDT 


Advisory  Committee  Recommendations 

Several  recommendations  were  made  by  the  commi ttee-of-the-whole  to 
the  Commissioner  and  executive  staff  of  DHR.    These  included  the  following: 

1.    "Whereas  the  present  level  of  AFDC  grants  directly  affects  the 
potential  effectiveness  of  EPSDT  as  a  child  health  program, 

Whereas  health  cannot  possibly  be  achieved  if  families  are  forced 
to  subsist  on  less  than  100  percent  of  what  the  State  of  Texas 
defines  as  a  minimum  subsistence  level, 

Whereas  a  substantial  amount  of  social  services  workers'  time 
is  mi  sal  located  because  workers  must  seek  out  sources  of  supple- 
mentary assistance  to  enable  clients  to  survive, 


143 


Therefore  the  Advisory  Committee  urges  that  action  be  pursued 
at  both  state  and  federal  levels  to  achieve,  at  a  minimum,  an 
AFDC  grant  level  equivalent  to  100  percent  of  the  Texas  standard 
of  need."    Nov.  5,  1976 

2.  "Whereas  the  present  level  of  provider  fees  for  EPSDT  dental 
services  is  inadequate  and  discourages  dentists  from  participating 
in  the  program, 

Therefore,  the  Advisory  Committee  recommends  that  the  dental 
provider  fee  schedule  be  revised  to  100  percent  of  the  75th  percen- 
tile of  1974-1975  fees  in  order  to  increase  the  number  of  pro- 
viders and  to  retain  those  who  are  already  participating." 
Nov.  5,  1977 

3.  "We  recommend  that  the  EPSDT  Research  Project  aggressively 
pursue  the  possibility  of  implementing  a  joint  EPSDT  Screening 
Program  with  the  Dallas  Independent  School  District  in  several 
of  the  schools  as  selected  jointly  by  the  Project  and  DISD. 

We  underscore  the  need  for  quality  of  the  screening  process. 
We  recommend  that  the  Dallas  Health  Department,  and  local  and 
State  EPSDT  Programs  be  involved  in  the  planning  of  this  effort." 
Feb.  4,  1977 

4.  Examine  feasibility  of  an  EPSDT  outreach  and  follow-up  contract 
with  Martin  Luther  King,  Jr.  Community  Center  in  Dallas. 

5.  Survey  of  EPSDT  staff  in  TDHR  and  TDH  for  information  at  "grass- 
roots" level . 

6.  Survey  of  EPSDT  staff  who  leave  the  program  for  information 
regarding  EPSDT  services. 

7.  EPSDT  screening  in  a  Title  XX  day  care  center  conducted  as  a 
project  demonstration. 

8.  Training  of  TDHR  and  TDH  EPSDT  staff  at  all  levels  concentrating 
on  health  care  education  and  provision  of  preventive  health 
education  for  EPSDT  recipients. 

9.  Formation  of  Regional  EPSDT  Coordinating  Councils. 

The  purpose  of  these  task  forces  (or  Coordinating  Councils)  is 
defined  as: 

To  facilitate  coordination  of  health  and  welfare  services  to 
EPSDT  eligible  recipients  toward  further  diagnosis;  treatment, 
and  social  services. 

Four  primary  areas  of  focus  are  identified: 

A.    Reluctance  or  inability  of  recipient  to  follow  through  with 
recommended  health  and  welfare  services 
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B.  Time  requirements  on  health  care  by  institutions  and  re- 
sultant duplication  of  efforts 

C.  Coordination  of  information  concerning  referral  between 
health  and  welfare  to  identify  appropriate  resources 

D.  Coordinating  between  EPSDT,  Department  of  Human  Resources 
and  other  potential  service  agencies 


The  following  agency  personnel  were  recommended  to  serve  on  Coordin- 
ating Councils  for  EPSDT  in  Dallas. 


o  EPSDT  Coordinator,  DHR 

o  EPSDT  Screening  Team,  Executive  Director 

o  Dallas  City  Health  Department,  Executive  Director 

o  Health  Systems  Agency,  Executive  Director 

o  Dallas  City  Dental  Health  Program 

o  Children  and  Youth  Project,  Executive  Director 

o  DISD,  Nursing  Services,  Director 

o  Head  Start,  Director 

o  Contract  Purchase  Services  of  DHR 

o  EPSDT  Unit  Supervisor,  DHR 

o  Regional  Dental  Coordinator,  TDH 

o  Local  dental  provider 

o  Local  medical  provider 

o  Day  Care  Center,  Executive  Director 

o  Community  Council -Commission  on  Children  and  Youth 

o  EPSDT  worker,  DHR 

o  EPSDT  recipients 

10.    EPSDT  Training  of  Service  Delivery  Staff 


o    Develop  regional  learning  labs  which  can  be  used  by  new 
employees  for  self-instruction  about  health  problems  of 
children  and  departmental  procedures.    The  center  could 
utilize  an  existing  core  of  materials  and  information 
already  available  to  the  regional  training  directors  and 
should  make  use  of  visual  materials  where  appropriate 
(videotape,  slide-tape  shows,  etc.). 

o    All  successful  regional  training  programs  should  be  re- 
viewed by  the  state  EPSDT  staff  to  determine  the  value 
of  extending  the  programs  statewide. 

o    Schools  of  allied  health  should  serve  as  sources  of 
facilitators  to  conduct  training  sessions  on  a  regional 
or  statewide  basis. 


o    Joint  staff  in-services  on  a  local  level  between  medical 
screening  teams  and  EPSDT  outreach  workers  should  be 
held  whenever  possible  to  foster  a  better  understanding 
of  each  group's  role  and  responsibility  in  the  overall 
program. 
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o    Staff  in-service  should  include  training  on  sensitivity 
to  problems  which  clients  may  be  experiencing  and  on  how 
to  "sell"  EPSDT  to  AFDC  recipients. 

Local  community  advisory  panels  composed  of  current  and 
former  AFDC  recipients  should  be  formed  to  provide  sug- 
gestions for  improvement  of  local  EPSDT  operating  pro- 
cedures and  to  assist  in  the  development  of  a  health 
education  plan  for  families  participating  in  the  EPSDT 
program.    This  panel  would  be  coordinated  by  a  Depart- 
ment of  Human  Resources  staff  member.    The  panel  would 
have  access  to  resource  persons  inside  or  outside  the 
Department. 

Where  feasible,  classes  on  health  topics  of  interest  to 
the  recipients  should  be  conducted  at  a  time  outside  re- 
gular clinic  hours.    This  will  provide  a  less  hectic  at- 
mosphere more  conducive  to  learning. 

Where  possible,  recipients  can  be  provided  with  adequate 
training  to  assist  in  educating  other  recipients  about 
EPSDT  and  to  encourage  others  to  participate  in  the  pro- 
gram. 

Local  EPSDT  staffs  should  monitor  the  "atmosphere"  in  the 
screening  clinics  to  be  certain  that  the  area  is  as 
comfortable  and  appealing  as  it  can  be  made  to  be.  Such 
items  as  small  chairs  and  comic  books  help  to  reduce  the 
anxiety  which  a  child  waiting  to  be  screened  might  feel. 

Sound  and  slide  shows  that  show  proper  health  practices 
should  be  shown  at  the  screening  clinics  to  teach  health 
education. 

At  the  request  of  DHR's  Commmissioner,  Jerome  Chapman,  the  Advisory 
Committee  identified  several  pertinent  EPSDT  program  issues  to  be  studied 
by  the  committee  after  termination  of  the  project.    It  was  hoped  that 
this  project  committee  would  form  the  basis  of  a  departmental  advisory 
committee  to  the  EPSDT  program.    This  later  proved  unfeasible.    The  issues 
that  were  isolated  for  further  study  were: 

1.    Development  of  regional  task  forces  (coordinating  councils) 
with  responsibilities  for: 

A.  Learning  about  and  assessing  existing  health  care/social 
service  programs  for  indigent  children 

B.  Proposing  changes  to  better  meet  the  needs  of  local 
populations 


11.  A. 


B. 


C. 


D. 
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2.  Create  a  program  review  board  of  memberships  from  both  the 
EPSDT  Advisory  Committee  and  the  Medical  Care  Advisory  Committee 
to  function  under  direction  of  the  Commissioner  and/or  his 
designee  to  assist  in  determining  the  appropriateness  of  pro- 
posed health  care/social  service  programs  for  the  medically 
indigent  as  relative  to  EPSDT  or  successor  programs. 

3.  Support  development  of  appropriate  research  and  evaluation 
systems  to  monitor  adequacy  of  local  area  EPSDT  programs  in 
terms  of: 

A.  Delivery  of  services  -  100%  of  eligible  population  re- 
ceiving full  services 

B.  Addressing  recipient  needs: 

1.  Comprehensive  programs  that  reduce  the  complexity  of 
the  service  delivery  to  client  -  screening,  diagnosis, 
and  treatment  in  a  single  visit  by  recipient  except 
for  hospital  and  specialty  care  referrals 

2.  Eliminate  double  standards  of  delivery  service  -  private 
sector  vs.  welfare  sector  -  assessing  the  adequacy 

of  intake  and  delivery  system  as  it  relates  to  pre- 
servation of  recipient  dignity  and  sense  of  self-worth 

C.  Cost-effectiveness 

4.  Work  with  Department  of  Human  Resources  to  develop  innovative 
projects  which  address  those  areas  of  flexibility  that  may 
respond  to  creative  intervention,  while  respecting  budgetary 
and  legal  constraints,  i.e.: 

A.  Comprehensive  (total  -  full  service  care)  program  for  a 
smaller  population  with  well-defined  stages  of  development 
over  a  five  to  ten  year  period 

B.  School  based  health/social  service  delivery  program  such  as 
Dallas  Children  and  Youth  Model 

C.  Private  physicians  providing  EPSDT  screening/diagnosis/ 
treatment. 

In  June  1977  members  were  asked  to  evaluate  the  effectiveness  of 
the  Advisory  Committee.    A  survey  questionnaire  was  prepared  to  assist 
in  categorizing  responses.    The  respondents  felt  that  the  committee  was 
generally  worthwhile.    Members  expressed  frustrations  regarding  constraints 
about  the  project's  ability  to  act  on  recommendations,  the  lack  of  specific 
definition  of  the  committee's  function  in  regard  to  the  project,  and  lack 
of  response  by  DHR  to  committee  recommendations.    Members  generally 
felt  thc;t  the  committee  had  beneficial  effects  on  the  state  and  regional 
EPSDT  program  and  that  it  provided  a  viable  mechanism  to  support  EPSDT 
program  activites,  to  provide  a  forum  for  discussion,  and  to  increase 
member's  cooperative  efforts  in  the  program's  behalf. 
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In  terms  of  "advising"  a  demonstration  project  using  defined 
and  controlled  research  methods  such  as  the  Dallas  project  the  prerequisite 
flexibility  needed  to  consider  implementation  of  recommendations  is  not 
possible.    The  future  research  and  demonstration  "extra-project  groups" 
should  not  be  defined  and  thus  constrained  by  the  term  "advisory11  defining 
its  purposes  and  tasks. 
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CHAPTER  8 
CONCLUSION 
AND 

RECOMMENDATIONS 


CHAPTER  8 
CONCLUSION  AMD  RECOMMENDATIONS 


Conclusion 

The  findings  of  the  Dallas  Project  offer  a  direct  challenge  to  EPSDT 
policy  makers,  national  and  state.    The  EPSDT  program,  its  proposed  suc- 
cessor CHAP  and  the  longrange  goal  of  national  health  insurance  share  com- 
mon goals  framed  by  a  major  dilemma;  i.e.,  preventing  disabling  effects  of 
untreated  medical  conditions  in  early  childhood  through  the  personal  ini- 
tiative of  the  health  care  consumer.    The  dilemma  may  be  only  apparent. 
The  challenge  is  to  look  at  the  optimal  prerequisites--del ivery  of  preven- 
tive health  care  to  all  needy  children;  90-100  percent  voluntary  partici- 
pation in  these  services  with  a  new  set  of  eyes  and  a  new  understanding, 
keeping  in  mind  that  attachments  to  the  thought  which  says  it  cannot  be 
done  might  be  one  of  the  reasons  that  it  is  not. 

In  addition,  caution  is  urged  in  using  the  results  of  this  project  in 
isolation  from  other  valid  studies  and  information  from  the  actual  service 
delivery  staff  and  health  care  consumer.    Studies  such  as  this  report  have 
an  interesting  penchant  for  being  hidden  in  the  confines  and  archives  of 
experts  and  specialists  who  are  frequently  constrained  by  the  limits  of 
their  expertise  in  looking  at  the  material  "differently."    It  is  hoped 
that  this  report  will  be  available  for  consumption  by  recipient  and  case- 
worker for  this  very  reason. 

Another  concern  involves  our  national  preoccupation  with  "speed." 
Twelve  weeks  is  hardly  enough  time  to  assimilate  the  amassed  data  from 
this  project.    Nevertheless,  deadlines  are  recognized  as  a  necessary  com- 
ponent in  most  modern  endeavors.    For  this  reason,  it  is  hoped  that  in- 
sightful persons  will  review  project  data  at  some  point  in  the  future  to 
see  what  else  or  what  different  can  be  discovered  from  the  results  of 
variables  tested. 

With  the  foregoing  comments  in  mind,  recommendations  included  through- 
out the  body  of  the  text  are  repeated  here. 

Recommendations 
Project  Design 

Chapter  T  presented  the  following  recommendations. 


o  Casef inding/Casemonitoring  in  EPSDT 

1.    Use  indigenous  staff  conducting  combined  casefinding/ 
casemonitoring  functions  to  improve  penetration  rates, 
to  allow  flexibility  in  caseload  management,  and  to 


150 


cut  down  on  the  number  of  personnel  with  whVh  a  re- 
cipient must  cope. 

2.  It  is  recommended  that  staff  in  EPSDT  be  ethnically 
and  socially  identified  with  the  populations  they 
serve.    Optimally,  this  staff  should  live  within 
the  area  served.    It  is  further  recommended  that  a 
career  ladder  be  made  possible  for  this  staff  and 
should  reflect  the  levels  between  Community  Service 
Aide,  Welfare  Service  Technician,  and  Public  Welfare 
Worker  positions. 

3.  Use  of  equally  effective  casefinding  methods  of  an 
in-home/face-to-face  family  contact;  or  family 
contact  through  a  series  of  efforts  consisting  of 
three  letters,  followed  by  phone  calls  to  nonre- 
spondents,  and  then  in-home  contact  of  those  not 
successfully  appointed  by  either  letter  and/or 
telephone. 

4.  Casefinding  support  by  recipient  peer  group  member, 
i.e.,  volunteers. 

5.  Use  of  a  structured  casemoni toring  system  with 
emphasis  on  follow-up  through  show-for-treatment 
for  all  problems  referred. 

6.  Develop  a  casemoni toring  priority  system  in  which 
severe  conditions  receive  immediate  attention  and 
follow-up  of  other  conditions  begin  after  a  limited 
period  of  time,  allowing  recipients  to  obtain  treat- 
ment without  specialized  follow-up  efforts  by  the 
caseworker. 

Programmatic  Recommendations 

1.  Determine  effectiveness  of  early  medical  intervention 
in  needy  children  and  benefits  of  preventive  health 
programs  through  a  longitudinal  study  of  EPSDT  partici 
pants . 

2.  Develop  health  indicators  other  than  mortality  and  mor 
bidity  using  accumulated  EPSDT  information  that  can  be 
used  as  a  method  to  determine  a  population  profile  of 
general  health  status. 

3.  Reconsider  the  development  of  a  cooperative  health 
screening  effort  of  EPSDT  and  local  school  districts 
that  pilot  test  medical  evaluations  of  school  age  chil 
dren. 

4.  Develop  demonstration  designs  for  projects  similar  in 
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nature  to  this  EPSDT  project  to  include  a  100  percent 
sample  of  eligible  populations  within  the  designated 
area.    This  would  eliminate  the  need  to  separate  sample 
and  nonsample  populations,  would  delimit  geographic 
areas  of  the  demonstrations,  and  would  result  in  a 
tighter  format  for  controlling  variations  within  the 
population.    For  example,  this  project  might  better 
have  been  limited  to  Dallas  zip  code  75215  for  place- 
ment of  variable  tasks,  and  zip  code  75216  for  col- 
lection of  control  data. 

5.  Based  on  the  number  of  discrepancies,  identified 
throughout  the  Texas  EPSDT  program,  in  methods  of 
reporting  programmatic  data,  e.g.,  clinic  show  rates 
in  Dallas  reflect  all  appointments  that  are  cancelled 
as  "no  shows"  while  the  same  show  rates  in  San  Antonio 
do  not  reflect  cancelled  appointments  as  "no  shows," 
it  is  recommended  that  the  state  conduct  a  study  to 
identify  these  discrepancies,  and  implement  and  moni- 
tor program  reporting  that  affords  consistency  in  all 
data  elements. 

6.  It  is  recommended  that  a  study  be  conducted  to  deter- 
mine the  reasons  for  the  significant  difference  in  the 
Dallas  Area  EPSDT  Problem  Referral  Rate  (11  to  16  per- 
cent) as  compared  to  the  statewide  rate  (24  percent). 

7.  Reexamine  periodicity  requirements  based  on  average 
age  and  frequency  of  occurrences  of  medical  conditions. 

8.  Develop  a  method  to  link  screening/treatment  using 
physicians  in  local  practices  and  registered  nurse 
practitioners  and  toward  the  development  of  EPSDT 
linkages  with  Health  Maintenance  Organizations  (Hf10s). 

Accessibility—Phase  I  > 
Fixed  Site  Clinics 

The  first  phase  of  the  increased  accessibility  variable  centered  on 
fixed  site  EPSDT  service  delivery.    The  recommendations  from  that  chapter 
2  of  this  report  were  the  following: 

Using  a  face-to-face,  in-the-home  marketing  technique,  approximately 
85  percent  of  the  EPSDT  eligibles  in  the  densely  populated,  low-income, 
inner-city  area  of  Dallas  accepted  screening  clinic  appointments  at  the 
fixed-site  clinic  established  to  provide  this  service.    Thirty-four  per- 
cent actually  kept  the  scheduled  appointment,  producing  an  annualized 
EPSDT  participation  rate  of  51  percent  in  this  defined  population.  The 
assumed  reason  for  the  discrepancy  between  appointment  acceptance  and 
appointment  keeping  was  posited  to  be  the  presence  of  personal  motivation 
barriers  within  the  recipient  family. 
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Later  project  experimentation,  which  focused  on  greater  programmatic 
accommodation  in  the  delivery  of  EPSDT  services,  resulted  in  effectively 
closing  the  gap  between  program  "acceptance"  and  actual  participation  in 
EPSDT  services.    The  results  imply  that  motivational  barriers,  if  existent, 
can  be  greatly  reduced  through  accomodation  efforts  in  the  service  delivery 
system.    Significant  for  those  who  plan  and  develop  health  care  delivery 
systems  that  are  dependent  on  voluntary  participation  is  evidence  of  a 
direct  relationship  between  the  barriers  faced  by  the  intended  service  re- 
cipients and  program  use. 

Numerous  studies  have  been  conducted  that  identify  barriers  in  the 
personal  motivation  of  EPSDT  recipients.    Studies  of  institutional  barriers 
specific  to  EPSDT  are  less  evident.    The  following  recommendations  that 
address  this  latter  category  are  intended  to  assist  those  responsible  for 
the  delivery  of  health  care  services  in  successfully  reaching  this  needy 
population: 

1.  Demonstrations,  using  applied  research  methods, 
to  determine  correlations  between  institutional 
service  delivery  and  patient  usage  of  health 
care  services,  i.e.,  adjustments  in  hours  of 
program  service  delivery,  location  of  service 
delivery,  marketing  of  health  services,  educa- 
tion of  patients  in  health  care,  use  of  local 
health  care  providers,  identification  of  the 
delivery  system  with  local  practices  and  cus- 
toms, use  of  community  volunteers,  and  devel- 
opment of  methods  to  directly  involve  the  pa- 
tient in  aspects  of  the  delivery  system. 

2.  Use  of  "mental  mapping"  to  establish  the 
existence  of  any  invisible  boundaries  or 
barriers  prior  to  placement  of  health  care 
services  in  locations  of  apparent  accessi- 
bility.   This  technique  is  based  on  the 
premise  that  consumer  perception  of  his 
community  will  greatly  affect  how  he  uses 
the  community.    Cental  mapping  is  further 
discussed  in  appendix  2,  exhibits  1  and  2. 

3.  Experimentation  with  methods  of  programmatic 
self-evaluation,  by  local  health  care  provid- 
ers, to  determine  service  delivery  effective- 
ness, with  special  consideration  given  to 
variations  among  consumer  populations. 

4.  Development  by  the  medical  profession  of 
minimal  standards  for  ambulatory  medical 
care  as  an  integral  component  of  the 
delivery  system. 

5.  Monitoring  of  the  provided  medical  services 
based  on  developed  minimal  care  standards, 
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in  order  to  assure  adequate  health  care  delivery. 

Accessibil ity--Phase  II 

Extra  Neighborhood  Screening  Clinics 

The  second  phase  of  increased  accessibility  testing  examined  EPSDT 
service  delivery  through  extra  neighborhood  sites. 

Recommendations  from  phase  II  of  chapter  2  follow: 

Recipient  response  to  easily  accessible  clinics  (within  a  ten  block 
radius  of  eligible  population)  has  resulted  in  (1)  a  marked  decrease  in 
unkept  clinic  appointments,  (2)  lowered  screening  cost  due  to  more  effec- 
tive use  of  professional  medical  staff  time  and  higher  recipient  parti- 
cipation, (3)  increased  incorporation  of  local  citizen  support  and  ser- 
vices, i.e.,  volunteers,  media,  use  of  church  and  community  centers.  The 
need  for  a  thorough  examination  of  all  the  variable  elements  involved  in 
EPSDT  processes  carried  on  in  sector  C  is  critical  for  program  planners 
in  health  and  welfare  who  might  attribute  statistical  differences  solely 
to  increased  accessibility. 

The  continuing  availability  of  these  six  neighborhood  sites  for 
EPSDT  medical  screening  is  further  incentive  to  conduct  this  inquiry.  A 
study  using  department  EPSDT  staff  and  procedures  in  outreach  and  follow- 
up-together  with  the  City  of  Dallas,  Title  XIX  medical  screening  staff  and 
procedures  (at  the  six  neighborhood  clinic  sites  as  well  as  nLK)  would 
provide  the  necessary  basis  for  comparison  with  project  data.    The  effects 
of  "accessibility"  would  then  be  more  validly  established  as  would  the 
variable  factors  that  influence  "accessibility." 

Based  on  the  findings  of  this  demonstration,  the  following  recommen- 
dations are  offered: 

1.    Design  a  simplified/unified  management  system  on 
regional/local  level  for  operational  control  of  out- 
reach, transportation,  screening,  diagnosis/treat- 
ment, and  follow-up: 

a.  Provide  one  common  location  for  offices  of 
medical  and  social  service  staff 

b.  Encourage  interdependence  of  medical  and 
social  service  staff  by  training  and  as- 
signing: 

o    Medical  staff  in  social  service  functions 
o    Social  service  staff  in  clinic  functions 

c.  Provide  team  leaders  for  overall  management  of  EPSDT 
program  components 
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Provide  highly  accessible  screening  sites  at  clinic 
or  neighborhood  locations  within  a  10  block  radius 
of  the  target  population. 

Provide  transportation  that  is  highly  responsive  to 
recipients'  needs,  flexible  in  scheduling,  and  under 
the  direct  control  of  the  clinic  supervisor. 

Use  indigenous  aides  in  outreach  and  follow-up. 

Develop  and  encourage  local  use  of  trained  volun- 
teers to 

o    assist  in  medical  screening 
o    provide  health  information/ education 
o    secure  community  support 

Further  study  through  controlled  methodology  the  effect 
of  individual  staff  charateristics  on  recipient  participation/ 
nonparticipation. 

Continued  use  of  sector  C  neighborhood  clinics  using 
DHR  regional  outreach/monitoring  methods  and  City  of 
Dallas,  Title  XIX  screening  team 

Accessibi li ty--Phase  III 
In-Home  Screening 

The  third  phase  of  increased  accessibility  for  EPSDT/screening  ser- 
vices was  in-home  screening.    The  recommendation  taken  from  phase  III  of 
chapter  2  follows: 

Due  to  the  limitation  of  sample  size  increases  in  program  participa- 
tion rates  using  the  in-home  screening  method  for  nonpartici pants  it  is 
difficult  to  project  what  effect,  if  any,  this  method  has  on  recipient  par 
ticipation  rates.    As  in  other  outreach  methods,  the  difficulties  lie  more 
in  contacting  the  recipients  rather  than  the  recipients'  willingness  to 
participate  in  the  program.    Once  nonpartici pants  are  contacted,  60  to  70 
percent  can  be  expected  to  be  screened  in  their  home.    Their  healthiness 
is  similar  to  that  of  program  participants.    The  high  rates  of  program  par 
ticipation  achieved  by  additional  neighborhood  clinics,  the  "good"  health 
status  of  the  recipients  screened  in  their  home,  and  the  cost  of  in-home 
screening  indicate  that  in-home  screening  should  be  utilized  only  in  unu- 
sual circumstances. 

It  is  recommended  that  in-home  screening  should  be  used  only  in  unu- 
sual situations.    Other  methods  of  screening  should  be  considered  first. 
When  in-home  screening  is  employed,  the  method  of  casefinding  should  be 
determined  according  to  the  density  of  the  population.    In  most  instances 
casefinding  should  precede  screening  so  that  a  judicious  appointment  sched 
ule  can  be  arranged  for  the  screening  team  (2  persons),  which  allows  for 
15  to  20  children  to  be  screened  daily. 


2. 

3. 

4. 
5. 

6. 
7. 
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Young  Adult  Clinic 


Chapter  3  treated  information  from  the  Young  Adult  Clinic  variable. 
The  following  recommendations  are  taken  from  that  presentation: 

The  multiagency  young  adult  clinic  demonstration  did  not  increase 
show  rates  or  participation  rates  of  the  adolescent  EPSDT  eligible.  How- 
ever, the  participating  agencies  felt  the  concept  had  potential  and  would 
be  cost-effective  if  the  services  became  more  highly  utilized.    The  peer 
contact  of  the  scheduled  recipient  by  telephone  as  a  reminder  of  the  clinic 
appointment  had  a  significant  impact  on  show  rates. 

Based  on  the  findings  of  this  demonstration,  the  following  recommenda- 
tions are  offered: 

1.  Replication  of  the  young  adult  clinic  concept  in  another 
urban  area. 

2.  Provide  opportunities  for  young  adults  to  receive  EPSDT 
screening  in  conjunction  with  their  participation  in  other 
health  screening  programs,  i.e.,  schools  and  family  plan- 
ning programs. 

3.  Develop  a  method  to  implement  recipient  peer-group  outreach. 

4.  Provide  screening  and  treatment  at  the  same  location. 

5.  Include  urine  culturing  as  a  screening  component  for  ado- 
lescent females. 

COMPASS 

COMPASS  tested  comprehensive  patient  assistance.  The  dedicated  out- 
reach effort  results  and  recommendation  follow,  and  were  taken  from  chap- 
ter 4  of  this  report: 

The  number  of  children  appointed  for  medical  screening  during  the 
COMPASS  demonstration  totaled  722.    Three  attempts  were  made  to  appoint  a 
recipient  for  screening.    Those  who  kept  the  first  appointment  totaled  379 
or  52  percent.    Another  92  recipients  showed  for  screening  on  the  second 
appointment  increasing  the  rate  to  65  percent.    An  additional  40  recipients 
were  screened  on  the  third  appointment  resulting  in  a  cumulative  total  of 
511  who  were  actually  screened--71  percent  of  the  total  scheduled  through 
COMPASS  methodology.    From  this  data  it  can  be  established  that  42.2  per- 
cent of  the  total  eligible  population  can  be  expected  to  participate  in 
EPSDT  over  a  twelve  month  period  using  COMPASS  methodology:  "Evaluation 
Report,  Phase  IV,  EPSDT  in  an  Urban  Setting,  Dallas,  Texas,  "Health  Ser- 
vices Research  Institute,  October  15,  1978  . 

The  comparable  results  of  Health  Incorporated  and  COMPASS  may  be  sig- 
nificant in  terms  of  the  repl icabi 1 i ty  of  ICC  in  ethnic  recipient  communi- 
ties other  than  highly  homogenous  Mexican-American  communities.    It  is 
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postulated  that  ICC  methodology  may  be  very  successful  in  producing  high 
recipient  participation  in  EPSDT  in  those  cities  of  Texas  and  throughout 
the  nation  where  there  are  cohesive  Latin-American  eligible  populations. 


Replication  of  ICC  methodology  in  Latin-American  communities  of  eligible 
recipients  is  recommended. 

Nonparticipation  Survey 

The  nonparticipation  survey  variable  findings  are  given  in  chapter  5. 
Based  on  the  findings,  the  following  recommendations  were  offered: 

1.  Screening—periodic  health  examinations—should  be 
performed  where  recipients  customarily  receive  health 
care,  either  at  a  primary  care  clinic  (hospital  or  free 
standing)  or  at  a  private  physician's  office.    An  aux- 
iliary periodic  health  examination  could  be  conducted 
as  a  result  of  an  acute  care  episode  at  hospital  emer- 
gency rooms,  acute  care  clinics,  physician's  office,  etc. 

2.  Development  of  a  method  for  linkage  of  EPSDT  with  estab- 
lished primary  and  acute  care  clinics,  hospitals  and 
private  providers  to  facilitate  implementation  of  the 
above  recommendation. 

3.  Identify  and  investigate  the  sources  of  periodic  health 
examinations  and  develop  a  method  to  use  these  where 
appropriate  in  order  to  prevent  duplication  of  services. 

4.  Provide  transportation  to  health  services  that  is  respon- 
sive to  recipient  needs  and  assures  maximum  accessibility 
to  health  services  for  recipient  population. 

5.  Design  and  test  a  clinic  appointment  system  that  is  aimed 
at  avoiding  lengthy  waiting  periods. 

6.  Provide  effective  health  education  based  on  recipient  de- 
sires and  needs  and  using  peer  group  members  where  appro- 
priate. 

7.  Recipient  feed-back  about  available  services,  their  satis- 
faction and  dissatisfaction  as  well  as  their  ideas  should 
be  a  mandatory  requirement  for  local  EPSDT  program  admini- 
strators . 

Maximized  Interagency  Cooperation 

MIC  studied  the  possibility  of  reducing  duplication  of  health  services 
to  recipients  of  EPSDT  who  were  also  part  of  other  delivery  systems. 

The  need  exists  for  an  effective  mechanism  to  reduce  duplication  of 
medical  screening.    Meetings  were  held  to  discuss  the  issues  and  to  solicit 
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opinions,  goals,  concerns,  and  anticipated  actions  of  each  agency.  Negoti- 
ations between  regional  medical  administrators  and  family  planning  adminis- 
trators continue.    Under  these  circumstances  it  may  be  necessary  to  view 
Maximized  Interagency  Cooperation  as  an  ideal  situation  rather  than  a  plan 
for  practical  application. 

The  recommendations  are: 

1.  The  DHR  negotiate  contracts  with  other  agencies  performing 
medical  assessments  in  order  to  increase  the  available  EPSDT 
screening  sites. 

2.  The  booklet  Operational  Guidelines  for  Interagency  Agreements, 
edited  by  ','innie  0.  Willis  and  JoAnne  Ruess,  The  University  of 
Michigan,  School  of  Public  Health  (1977),  be  used  as  a  guide- 
line to  assist  in  organizing  a  potential  interagency  contract. 

Administration 

Recommendations  to  DHR  administration  were  made  by  the  advisory  commit- 
tee, by.  subcommittee  and  by  commi ttee-of-the-whole.    Recommendations  made 
by  the  Medical  and  Dental  Services  and  Health  and  Education  subcommittees 
fol low: 

Medical  and  dental  services  recommendations. 

1=    Develop  program  to  medically  screen  eligible  recipients 
in  Title  XX  day  care  facilities. 

2.    Develop  program  to  medically  screen  in  the  schools. 

Health  and  education  recommendations. 

1.  Improve  functioning  of  the  project's  Young  Adult  Clinic 
by: 

A.  Obtaining  direct  input  from  participating  agencies 

B.  Eliminating  the  survey  of  teenagers  attending  the 
Young  Adult  Clinic 

2.  Refer  health  and  education  recommendation  to  DHR  adminis- 
tration through  the  commi ttee-of-the-whole. 

Several  recommendations  were  made  by  the  commi ttee-of-the-whole 
to  the  DHR  commissioner  and  executive  staff.    The  recommendations  in- 
clude: 

1.    "Whereas  the  present  level  of  AFDC  grants  directly  affects 
the  potential  effectiveness  of  EPSDT  as  a  child  health  pro- 
gram, Whereas  health  cannot  possibly  be  achieved  if  families 
are  forced  to  subsist  on  less  than  100  percent  of  what  the 
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B.  Time  requirements  on  health  care  by  institutions  and  result 
duplication  of  efforts 

C.  Coordination  of  information  concerning  referral  between  hea" 
and  welfare  to  identify  appropriate  resources 

D.  Coordination  between  EPSDT,  Department  of  Human  Resojrce:  and 
other  potential  service  agencies 

he  following  agency  personnel  were  recommended  to  serve  on  Coordinat- 
ng  Councils  for  EPSDT  in  Dallas: 

o  EPSDT  Coordinator,  DHR 

o  EPSDT  Screening  Team,  Executive  Director 

o  Dallas  City  Health  Department,  Executive  Director 

o  Health  Systems  Agency,  Executive  Director 

o  Dallas  City  Dental  Health  Program 

o  Children  and  Youth  Project,  Executive  Director 

o  DISD,  Nursing  Services,  Director 

o  Head  Start,  Director 

o  Contract  Purchase  Services  of  DHR 

o  EPSDT  Unit    Supervisor,  DHR 

o  Regional  Dental  Coordinator,  TDH 

o  Local  dental  provider 

o  Local  medical  provider 

o  Day  Care  Center,  Executive  Director 

o  Community  Council-Commission  on  Children  and  Youth 

o  EPSDT  worker,  DHR 

o  EPSDT  recipients 

EPSDT  Training  of  Service  Delivery  Staff 

o    Develop  regional  learning  labs  which  can  be  used  by  new 
employees  for  self-instruction  about  health  problems  of 
children  and  departmental  procedures.    The  center  could 
utilize  an  existing  core  of  materials  and  information 
already  available  to  the  regional  training  directors  and 
should  make  use  of  visual  materials  where  appropriate 
(videotape,  slide-tape  shows,  etc.). 

o  All  successful  regional  training  programs  should  be  reviewed 
by  the  state  EPSDT  staff  to  determine  the  value  of  extending 
the  programs  statewide. 

o    Schools  of  allied  health  should  serve  as  sources  of  facilitators 
to  conduct  training  sessions  on  a  regional "or  statewide  basis. 

o    Joint  staff  (medical/social  services)  in-services  on  a  local 
level  between  medical  screening  teams  and  EPSDT  outreach  workers 
should  be  held  whenever  possible  to  foster  a  better  understanding 
of  each  group's  role  and  responsibility  in  the  overall  program. 

o    Staff  in-service  should  include  training  on  sensitivity  to 
problems  which  clients  may  be  experiencing  and  on  how  to  "sell" 
EPSDT  to  AFDC  recipients. 
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State  of  Texas  defines  as  a  minimum  subsistence  level, 
Whereas  a  substantial  amount  of  social  services  workers'  time  is 

misallocated  because  workers  must  seek  out  sources  of  supplementary 

assistance  to  enable  clients  to  survive, 
Therefore  the  Advisory  Committee  urges  that  action  be  pursued  at 

both  state  and  federal  levels  to  achieve,  at  a  minimum,  an  AFDC 

grant  level  equivalent  to  100  percent  of  the  Texas  standard  of  need." 

Nov.  5,  1976 

2.  "Whereas  the  present  level  of  provider  fees  for  EPSDT  dental  services 
is  inadequate  and  discourages  dentists  from  participating  in  the 
program, 

Therefore,  the  Advisory  Committee  recommends  that  the  dental  pro- 
vider fee  schedule  be  revised  to  100  percent  of  the  75th  percentile 
of  1974-1975  fees  in  order  to  increase  the  number  of  providers  and 
to  retain  those  who  are  already  participating."    Nov,  5,  1977 

3.  "We  recommend  that  the  EPSDT  Research  Project  aggressively  pursue 
the  possibility  of  implementing  a  joint  EPSDT  Screening  Program 
with  the  Dallas  Independent  School  District  in  several  of  the 
schools  as  selected  jointly  by  the  Project  and  DISD.    We  under- 
score the  need  for  quality  of  the  screening  process.    We  recommend 
that  the  Dallas  Health  Department,  and  local  and  State  EPSDT 
Programs  be  involved  in  the  planning  of  this  effort."    Feb.  4,  1977 

4.  Examine  feasibility  of  an  EPSDT  outreach  and  follow-up  contract 
with  Martin  Luther  King,  Jr.  Community  Center  in  Dallas. 

5.  Survey  of  EPSDT  staff  in  TDHR  and  TDH  for  information  at  "grass- 
roots" level. 

6.  Survey  of  EPSDT  staff  who  leave  the  program  for  information  regard- 
ing EPSDT  services. 

7.  EPSDT  screening  in  a  Title  XX  day  care  center  conducted  as  a  project 
demonstration. 

8.  Training  of  TDHR  and  TDH  EPSDT  staff  at  all  levels  concentrating 

on  health  care  education  and  provision  of  preventive  health  education 
for  EPSDT  recioients. 

9.  Formation  of  Regional  EPSDT  Coordinating  Councils. 

The  purpose  of  these  task  forces  (or  Coordinating  Councils)  is 
defined  as: 

To  facilitate  coordination  of  health  and  welfare  services  to  EPSDT 
eligible  recipients  toward  further  diagnosis,  treatment,  and  social 
services. 

Four  primary  areas  of  focus  are  identified: 

A.    Reluctance  or  inability  of  recipient  to  follow-through  with  re- 
recommended  health  and  welfare  services 
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11.    Health  Education  of  EPSDT  Recipients 


A.  Local  community  advisory  panels  composed  of  current  and  former 
AFDC  recipients  should  be  formed  to  provide  suggestions  for 
improvement  of  local  EPSDT  operating  procedures  and  to  assist 
in  the  development  of  a  health  education  plan  for  families 
participating  in  the  EPSDT  program.    This  panel  would  be 
coordinated  by  a  Department  of  Human  Resources  staff  member. 
The  panel  would  have  access  to  resource  persons  inside  or  out- 
side the  Department. 

B.  Where  feasible,  classes  on  health  topics  of  interest  to  the 
recipients  should  be  conducted  at  a  time  outside  regular  clinic 
hours.    This  will  provide  a  less  hectic  atmosphere  more  con- 
ducive to  learning. 

C.  Where  possible,  recipients  can  be  provided  with  adequate  training 
to  assist  in  educating  other  recipients  about  EPSDT  and  to  en- 
courage others  to  participate  in  the  program. 

D.  Local  EPSDT  staffs  should  monitor  the  "atmosphere"  in  the 
screening  clinics  to  be  certain  that  the  area  is  as  comfortable 
and  appealing  as  it  can  be  made  to  be.    Such  items  as  small 
chairs  and  comic  books  help  to  reduce  the  anxiety  which  a  child 
waiting  to  be  screened  might  feel. 

E.  Sound  and  slide  shows  that  show  proper  health  prcatices  should  be 
shown  at  the  screening  clinics  to  teach  health  education. 


At  the  request  of  DHR's  Commissioner,  Jerome  Chapman,  the  Advisory 
Committee  identified  several  pertinent  EPSDT  program  issues  to  be  studied 
by  the  Committee  after  termination  of  the  Project.    It  was  hoped  that  this 
project  committee  would  form  the  basis  of  a  departmental  advisory  committee 
to  be  the  EPSDT  program.    This  later  proved  unfeasible.    The  issues  that 
were  isolated  for  further  study  were: 

1.    Development  of  regional  task  forces  (coordinating  councils)  with 
responsibilities  for: 

A.  Learning  about  the  assessing  existing  health  care/social  ser- 
vices programs  for  indigent  children 

B.  Proposing  changes  to  better  meet  the  needs  of  local  popu- 
lations 


2.    Create  a  program  review  board  of  memberships  from  both  the  EPSDT 
Advisory  Committee  and  the  Medical  Care  Advisory  Committee  to 
function  under  direction  of  the  Commissioner  and/or  his  designee 
to  assist  in  determining  the  appropriateness  of  proposed  health 
care/social  service  programs  for  the  medically  indigent  as  re- 
lative to  EPSDT  or  successor  programs. 
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3.  Support  development  of  appropriate  research  and  evaluation  systems 
to  monitor  adequacy  of  local  area  EPSDT  programs  in  terms  of: 

A.  Delivery  of  services--100  percent  of  eligible  population  re- 
ceiving full  services 

B.  Addressing  recipient  needs: 

o    Comprehensive  programs  that  reduce  the  complexity  of  the 
service  delivery  to  cl ient--screening,  diagnosis,  and 
treatment  in  a  single  visit  by  recipient  except  for  hospital 
and  specialty  care  referrals 

o    Eliminate  double  standards  of  delivery  service — private 
sector  vs.  welfare  sector—assessing  the  adequacy  of 
intake  and  delivery  system  as  it  relates  to  preservation 
of  recipient  dignity  and  sense  of  self-worth 

C.  Cost-effectiveness 

4.  Work  with  Department  of  Human  Resources  to  develop  innovative 
projects  which  address  those  areas  of  flexibility  that  may  re- 
spond to  creative  intervention,  while  respecting  budgetary  and 
legal  constraints,  i.e.: 

A.  Comprehensive  (total,  full  service  care)  program  for  a  small 
population  with  well-defined  stages  of  development  over  a  five 
to  ten  year  period 

B.  School  based  health/social  service  delivery  program  such  as 
Dallas  Children  and  Youth  Model 

C.  Private  physicians  providing  EPSDT  screening/diagnosis/ 
treatment 

In  June  1977  members  were  asked  to  evaluate  the  effectiveness  of  the 
Advisory  Committee.    A  survey  questionnaire  was  prepared  to  assist  in 
categorizing  responses.    The  respondents  felt  that  the  committee  was  gen- 
erally whorthwhile.    Members  expressed  frustrations  regarding  constraints 
about  the  project's  ability  to  act  on  recommendations,  the  lack  of  specific 
definition  of  the  committee's  function  in  regard  to  the  project,  and  lack  of 
response  by  DHR  to  committee  recommendations.    Members  generally  felt  that 
the  committee  had  beneficial  effects  on  the  state  and  regional  EPSDT  program 
and  that  it  provided  a  viable  mechanism  to  support  EPSDT  program  activities, 
to  provide  a  forum  for  discussion,  and  to  increase  member's  cooperative 
efforts  in  the  program's  behalf.    In  terms  of  "advising"  a  demonstration 
project  that  uses  defined  and  controlled  research  methods  the  prerequisite 
flexibility  needed  to  consider  implementation  of  recommendations  is  not 
possible.    The  future  research  and  demonstration  "extra-project  groups" 
should  not  be  defined  and  thus  constrained  by  the  term  "advisory"  defining 
its  purpose  and  tasks. 
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EXHIBIT  I 


THE  TEXAS  EPSDT  PROGRAM 

HISTORY 
General 

The  Early  and  Periodic  Screening,  Diagnosis  and  Treatment  (EPSDT) 
Program  became  law  in  January  1968  when  President  Lyndon  Johnson 
signed  the  bill  as  an  amendment  to  the  Social  Security  Act.  In 
speaking  to  the  Congress  during  the  previous  year,  President  Johnson 
had  stated  "the  problem  is  to  discover,  as  soon  as  possible,   the  ills 
that  handicap  our  children".     The  amendment  added  a  requirement  to 
Medicaid  intended  to  direct  attention  to  the  importance  of  preventive 
health  service  and  early  detection  and  treatment  of  disease  in  child- 
ren under  age  21.     The  EPSDT  Program  in  Texas  provides  for  an  assess- 
ment of  an  individual's  medical,  dental  and  mental  health  in  order  to 
identify  children  with  potential  or  apparent  health  or  developmental 
problems  requiring  diagnosis  and  treatment. 

As  the  single  State  agency  for  Medicaid,   the  Department  of  Public 
Welfare     signed  a  contract  with  the  State  Department  of  Health  Resources 
(TDHR)  in  October  1972  whereby  that  agency  would  provide  through  their 
own  medical  screening  teams  or  through  sub-contracts  with  city  and 
county  health  departments  and  other  organizations,  medical  screening 
and  dental  treatment  for  welfare  recipients  in  Texas  under  21  years 
of  age.     It  was  because  of  the  knowledge  and  experience  of  the  State 
Department  of  Health  Resources  in  providing  maternal  and  child  health 
care,   crippled  children  services,   in  addition  to  the  several  existing 
health  clinics  in  operation,   that  DPW  elected  to  contract  with  that 
department  to  operate  the  EPSDT  Program  in  Texas. 

During  the  winter  months  of  1972,   the  EPSDT  Procedures  Manual  was 
developed  by  members  of  DPW  and  TDHR,  along  with  the  necessary  medical 
and  dental  forms  to  get  the  program  into  operation.     Orientation  and 
training  of  DPW  and  TDHR  personnel  was  begun  immediately,  and  sub- 
contracts were  signed  with  city  and  county  health  organizations  through- 
out the  State.     The  TDHR  also  organized  mobile  medical  and  dental  teams 
to  serve  those  areas  of  Texas  where  health  organizations  were  not 
present  or  unable  to  do  all  screening  required.     A  small  number  of  sub- 
contracts were  signed  with  organizations  such  as  the  Dallas 
Children  and  Youth  Center  to  supplement  the  other  screening  teams' 
capabil ities . 

PHEW  Penalty  Regulations 

The  Department  of  Health,  Education  and  Welfare  published  a  regulation 
in  August  1974  which  requires  each  State  operating  an  EPSDT  program 
to  comply  with  three  basic  requirements.     Failure  on  the  part  of  the 
State  to  comply  with  this  regulation  may  result  in  the  assessment  of 
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the  treatment  plan  is  returned  to  the  worker  for  case  documentation. 
Follow-up  on  Requests 

Workers  are  routinely  provided  the  names  of  those  eligibles  screened. 
These  are  compared  to  a  list  of  eligibles  scheduled  for  screening, 
and  if  some  did  not  keep  their  appointment,   the  worker  contacts  the 
recipients  and  reschedules  screening.     In  all  cases,  workers  receive 
a  copy  of  the  medical  screening  form  when  screening  has  been  completed. 

Dentists  are  encouraged  to  contact  workers  in  advance  of  a  recipient's 
appointment  as  well  as  when  an  appointment  is  missed.  The  worker  will 
re-schedule  the  appointment  and  so  inform  the  client. 

Providers 


The  Department  of  Public  Welfare  has  contracted  with  the  Department  of 
Health  Resources  to  provide  screening.     The  Department  of  Health 
Resources  utilizes  16  mobile  medical  teams  plus  sub-contracts  with  12 
city  and/or  county  health  departments.     In  addition,  the  Department  of 
Health  Resources  has  sub-contracts  with  the  Children  and  Youth  Project 
in  Dallas  and  the  Maverick  County  Child  Health  Care  Center  in  Eagle 
Pass,  Texas.     In  total,   there  are  30  providers  and  57  screening  sites 
performing  medical  screening. 

The  TDHR  currently  has  contracts  with  approximately  1,800  dentists 
who  provide  dental  examinations  and  treatment  under  the  programs.  Of 
this  number,  only  about  1,200  actively  participate  in  the  program. 
These  providers  are  located  throughout  the  State,  but  with  many  con- 
centrated in  the  larger  cities.     The  Department  also  has  three  mobile 
dental  vans  that  serve  remote  areas  and  counties  where  there  are  no 
participating  providers  or  where  the  workload  is  greater  than  the  pro- 
vider can  handle. 

All  screening  providers  are  furnished  a  copy  of  the  State's  EPSDT 
Policies  and  Procedures  Handbook  which  contains  copies  of  medical 
screening  forms  and  instructions  for  their  completion.     In  addition, 
a  Provider  Manual  for  dentists  has  been  issued  all  providers  and  DPW 
field  staff. 

Provider  Reimbursement 

In  Texas,  all  procedures  included  on  the  medical  screening  Form  400  are 
mandated.     No  fee  schedules  have  been  established  for  medical  screen- 
ing since  reimbursement  is  based  on  actual  cost.     Screening  team  size 
and  scheduling  is  related  to  the  number  of  eligibles  and  the  screen- 
ing goal.     Reimbursement  to  physicians  for  treatment  as  a  result  of 
referrals  from  screening  is  paid  through  the  State's  health  insurance 
contract  with  Group  Hospital  Services,  Inc.   and  is  made  according  to 
the  same  usual,   customary  and  reasonable  fees  established  for  the  entire 
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Medicaid  Program  in  Texas.     Limits  on  the  extent  of  treatment  are  the 
same  as  those  imposed  in  the  rest  of  the  Title  XIX  Program.     No  prior 
authorization  is  required,  except  for  hospitalization  for  dental  treat- 
ment . 

Dental  treatment  is,  of  course,   available  to  all  eligibles  under  21. 
Extent  of  treatment  on  the  first  visit  is  left  to  the  discretion  of 
the  individual  provider  so  long  as  services  provided  do  not  exceed 
$30.00.     When  additional  dental  work  is  required,  which  is  the  case 
for  more  than  60%  of  those  seen,   the  provider  is  instructed  to  submit 
a  treatment  plan  (Form  N-16-B)  to  TDHR  and  obtain  authorization  for 
continued  services.     Reimbursement  is  subject  to  the  limitations  of 
45  CFR  250.30,  and  as  implemented  by  TDHR. 

Monitoring 

Medical  Screening  forms  are  routinely  reviewed  by  the  TDHR  to  assure 
that  all  phases  of  screening  have  been  completed  (on  a  statewide 
basis,   the  results  of  the  medical  screening  forms  are  tabulated  and 
analyzed  by  TDHR). 

Also,  all  dental  invoices  are  reviewed  for  recipients'   eligibility  and 
to  determine  whether  all  procedures  charged  for  are  acceptable  dental 
procedures.     TDHR  routinely  conducts  utilization  reviews  of  the  EPSDT 
patients  of  the  most  prevalent  provider  dentists  to  assure  that  all 
services  were  provided  as  charged.     A  mobile  van  used  exclusively  for 
utilization  review  visits  areas  and  a  sample  percentage  of  the  patients 
treated  by  individual  providers  in  that  area  are  examined  to  determine 
whether  all  services  charged  for  have  been  provided. 

IV.     PROGRAM  OVERVIEW 

There  are  approximately  300,000  children  in  Texas  eligible  for  EPSDT 
services.     Initially,   the  Department  set  a  minimum  goal  of  screening 
1/3  of  them  each  year.     This  goal  was  accomplished  for  both  FY  1974 
and  FY  1975.     During  this  past  fiscal  year,   112,643  eligibles  were 
screened  and  of  this  number,   36,029  were  referred  to  physicians  for 
diagnosis  and  treatment.     Although  DPW  attained  the  statewide  goal 
for  both  fiscal  years,  some  of  the  major  metropolitan  areas  did  not 
reach  the  1/3  level.     Motivation  of  recipient  parents  has  proven  to 
be  difficult  in  some  areas  of  the  State.     DPW  regions  have  developed 
plans  to  maintain  or  increase  the  number  of  children  screened  through 
the  use  of  numerous  innovative  methods  in  their  approach  to  outreach. 
The  budgeted  goal  for  FY  1976  has  been  established  at  123,000. 

It  was  also  the  goal  to  provide  dental  services  to  1/3  of  the  eligible 
recipients  each  year.     While  the  1/3  goal  was  not  reached  on  a  state- 
wide basis,   the  number  actually  examined  was  a  tribute  to  the  efforts 
of  the  field  staff.     During  FY  1975,  a  total  of  82,553  children 
received  dental  treatment  in  Texas  under  the  EPSDT  Program.  The 
budgeted  goal  for  the  current  year  places  the  figure  at  80,000 
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a  1%  penalty  of  Federal  financial  participation  funds  provided  the 
State  under  Title  IV-A  (AFDC)  for  any  quarter  of  the  Federal  fiscal 
year  beginning  on  or  after  July  1,   1974.     The  three  requirements 
enumerated  in  the  Federal  regulation  are  summarized  as  follows: 

(1)  Inform  all  families  receiving  AFDC  of  the  availability  of  child 
health  screening  services  at  least  once  each  year.  Initially 
this  was  accomplished  by  sending  a  "stuffer"  card  with  monthly 
checks  to  all  AFDC  families  on  specified  dates.     More  recently, 
this  notification  is  provided  by  use  of  the  Explanation  of 
Benefits  (EOB)  portion  of  the  Form  86. 

(2)  Provide  or  arrange  for  the  provision  of  screening  services  in 
all  cases  where  they  are  requested  (normally  within  60  days). 
This  requirement  is  being  compiled  with  in  the  vast  majority 
of  cases  throughout  the  State.     However,  since  the  mobile 
screening  teams  conduct  screening  in  each  rural  county  about 
twice  a  year,  a  request  for  screening  services  could  not  be 
satisfied  within  60  days  in  all  cases.     DPW  has  been  assured  by 
HEW  representatives  that  screening  twice  a  year  will  be  accept- 
able . 

(3)  Arrange  for  corrective  treatment,   the  need  for  which  is  indicat- 
ed by  medical  screening  and  is  available  under  the  State  Plan 
(normally  within  60  days).     This  requirement  is  easily  being  met 
throughout  the  State. 

Periodicity 

EPSDT  Periodicity  requirements  for  eligible  recipients  are  defined  as 
annually  for  children  under  6  and  every  three  years  for  persons  age 
6-21.     However,  medical  screening  is  quthorized  annually  for  eligible 
children  of  families  who  request  such  services.     Periodic  dental  exam- 
ination and  treatment  are  authorized  for  eligible . children  under  age 
21  every  three  years.     However,  dental  examination  and  treatment  are 
authorized  annually  for  eligible  children  of  families  who  request  such 
services . 

INFORMING  PROCEDURES 

Routinely,  every  new  eligible  who  enters  the  public  assistance  roll 
receives  pamphlets  from  the  State  Department  of  Public  Welfare  which 
describe  both  the  medical  and  dental  EPSDT  programs.     Pamphlets  are 
printed  both  in  English  and  in  Spanish.     Also,  numerous  TV  and  radio 
spot  announcements  concerning  the  EPSDT  Program  have  been  broadcast 
throughout  the  State. 

In  February  1975,  a  "stuffer"  was  mailed  with  public  assistance  checks 
to  all  AFDC  families  and  all  other  eligibles  further  informing  them 
of  the  availability  of  "health  and  dental  examinations  to  persons  under 
21".     This  message  was  also  printed  on  the  August  1975  and  February 
1976  EOB  which  went  to  all  Title  XIX  eligibles.     Responsibility  for 
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specific  notification  and  contact,   including  dates  and  addresses  of 
screening  sites,   is  left  to  the  regional  and  local  DPW  offices. 

General  letters  concerning  medical  screening  and  dental  treatment 
are  routinely  sent  to  each  new  eligible  by  a  majority  of  the  local 
offices.     In  many  instances,   financial  eligibility  workers  also 
mention  EPSDT  during  the  initial  interview. 

The  Texas  DPW  EPSDT  Manual  enumerates  specific  responsibilities  of 
the  respective  staffs.     Additional  instructions  and  policies  pertain- 
ing to  the  program  are  issued  as  required  by  DPW.     The  EPSDT  Manual 
has  recently  been  revised  and  when  issued  will  cover  in  detail  all 
aspects  of  the  program. 

It  is  the  responsibility  of  the  Texas  Department  of  Health  Resources 
(TDHR)  to  provide  lists  of  screening  sites  and  participating  dentists. 
The  list  of  dentists  is  periodically  updated  and  sent  to  Regional  DPW 
offices . 

III.     MEDICAL  SCREENING  ARRANGEMENTS 
Screening  Package 

In  Texas,  medical  screening  covers  the  health  and  developmental 
history,  physical  growth,   immunization  status,  physical  inspection 
of  the  ear,  nose,  mouth  and  throat,  vision  and  hearing  testings  along 
with  certain  other  tests  for  anemia,  hemoglobinopathies  (including 
sickle  cell),  tuberculosis,   lead  poisoning,  etc.     The  dental  treat- 
ment program  covers  oral  examination  for  oral  pathological  conditions, 
dental  preventive  and  corrective  treatment  services  rendered  at  the 
time,  and  the  suggested  dental  services  needed  at  future  appointments. 

Some  unusual  dental  conditions  detected  include  benign  tumors,  severe 
cyst  formations,   tongue-tied  conditions,  maloclusions  of  teeth,  im- 
pacted teeth,  rampant  caries  among  deciduous  (baby  teeth)  and  per- 
manent teeth,   fractured  jaws  and  the  need  for  full  mouth  extractions 
among  3-  and  4-year  old ; children. 

TDHR  is  responsible  only  for  the  medical  screening  provision  of  the 
program,  with  all  outreach  and  follow-up  work  being  accomplished  by 
Social  Service  workers  of  DPW.     However,  TDHR  does  provide  an  ex- 
planation of  the  medical  screening  findings  to  the  mother  and  to  the 
social  worker  when  present  at  the  screening  site  in  order  that  they 
might  better  understand  the  findings  of  the  screening  team  and  the 
necessity  for  taking  the  child  to  a  physician  for  definitive  diagnosis 
and  treatment  if  needed.     To  augment  the  number  of  workers  assigned  to 
the  EPSDT  Program,   the  Department  contracts  and/or  coordinates  with 
other  organizations  to  provide  outreach,   transportation  and  follow- 
up  tasks  essential  to  having  a  successful  program.     An  outreach  con- 
tract currently  exists  between  this  Department  and  the  Inman  Christian 
Center  in  San  Antonio.     The  Headstart  Program  represents  an  example 
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of  coordinated  efforts. 


0  u  t  r  e  a  ch  and  F oil ow- up 

DPW  Social  Services  workers  are  responsible  for  informing  eligible  re- 
cipients of  EPSDT  screening  services  and  when  and  where  these  services 
are  provided.     This  includes  interpreting  the  program  to  be  sure  they 
understand  the  nature  and  purpose  of  screening,   the  importance  of  pre- 
ventive health  services,  and  motivating  recipients  to  make  use  of  this 
excellent  preventive  health  service.     Methods  used  to  accomplish  these 
goals  include  personal  contact  with  eligible  families,   telephone  in- 
terviews, letters  to  eligible  recipients,  and  group  meetings  with 
eligible  persons. 


Appointments  are  scheduled  for  children  of  those  families  who  accept 
medical  screening.     The  worker  makes  every  effort  during  the  outreach 
process  to  remove  barriers  or  resolve  problems  that  prevent  the  famiit^ 
from  utilizing  the  services.     Reminder  letters  are  sent  to  families 
and  telephone  contacts  are  made  prior  to  scheduled  appointment  dates. 
Experience  reflects  that  an  average  of  five  contacts  per  family  are 
needed  to  accomplish  a  complete  medical  screening,  referral  for  treat- 
ment, and  dental  treatment. 

Medical  screening  results  are  immediately  recorded  on  Form  400  except 
for  items  sent  to  the  TDHR  laboratory  for  processing.     After  all  lab- 
oratory results  are  returned  to  the  screening  site  (approximately  three 
weeks  following  screening),  medical  referrals  are  forwarded  to  the 
social  service  worker  on  a  Medical  Referral  Form  402.     The  worker  then 
contacts  the  family  to  explain  the  need  for  a  medical  referral  and 
assists  by  arranging  an  appointment  for  diagnosis  and/or  treatment  with 
the  participating  physician  of  the  family's  choice.     The  worker  pro- 
vides assistance  as  necessary  to  assure  that  the  child  receives  the 
needed  diagnostic  or  treatment  services.     Some  screening  results  indicate 
a  need  for  "re-screening"  by  the  medical  screening  team  for  such  items 
as  high  blood  lead  levels  indicating  possible  lead  poisoning,  The 
physician  of  choice  is,   in  many  cases,   the  family  doctor. 

Requests  for  dental  services  are  initially  forwarded  to  TDHR  on  a 
Dental  Request  Form  (D101).     TDHR  verifies  the  recipient's  eligibility 
and  returns  the  approved  card  to  the  DPW  worker  who  initiated  the  re- 
quest.    The  worker  then  assists  the  client  in  arraning  for  a  dental 
appointment  with  a  participating  dentist  of  the  client's  choice.  The 
initial  appointment  authorizes  a  maximum  of  $30.00  for  an  examination 
and  X-rays,   and  many  include  cleaning,  application  of  fluoride,  or 
some  treatment  if  required.     For  those  recipients  who  require  additional 
dental  work,   the  dentist  completes  a  treatment  plan  and  submits  this 
document  to  the  Department  of  Health  Resources.     These  subsequent  in- 
voices for  continued  treatment  are  approved  by  TDHR  and  returned  to  the 
provider  for  delivery  of  services.     Dentists  are  being  paid  an  average 
of  $105.00  per  child  for  treatment  folowing  the  initial  dental  appoint- 
ment.    A  copy  of  the  paid  voucher  for  both  the  initial  examination  and 
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EXHIBIT  1-A 


DALLAS  REGIONAL  EPSDT  PROGRAM 


OVERVIEW 

Four  Department  of  Human  Resources  Regional  Units  have  been  involved  in 
providing  EPSDT  serdces  to  recipients  residing  in  the  research  area  in 
addition  to  the  Demonstration  Project  Staff.     All  units  operate  under  the 
DHR  Region  05  EPSDT  Regional  Plan.     Two  units,  numbers  61  and  72,  are 
housed  in  Lancaster-Kiest  Shopping  Center,   the  same  location  as  the 
Project.     The  other  two  units,   13  and  50,  are  located  at  Martain  Luther 
King  Community  Center.     Unit  responsibilities  for  geographic  area  covered 
have  changed  several  times  during  the  operation  of  the  project  as  follows: 

Through  March,  1977 

Unit  51  provided  EPSDT  services  to  recipients  in  residing  in  Dallas  zip 
codes  75208,   75203,   75224  and  75216,   Sectors  A  and  B  of  the  Demonstration 
Project.     Unit  72  provided  services  to  recipients  of  zip  codes  75215, 
75210,   75223,  project  Sector  C  and  A.     For  April,   1977  Unit  72  was 
assigned  to  outlying  sections  of  Dallas  City  and  Dallas  County.  Provision 
of  services  in  Sectors  C  and  D  of  the  project  became  the  responsibility  of 
Units  13  and  50,  each  unit  serving  one-half    of  the  alphabet. 

May 

Subsquently,   the  geographic  area  covered  by  Unit  61,  Sectors  A  and  B, 
was  reassigned  to  Unit  72  and  this  assignment  continued  through  the 
Project's  Term. 

STAFFING  PATTERNS 

Various  configurations  in  organizations  exist  among  the  different  units. 
Units  61  and  72  have  predominantly  been  responsible  solely  for  EPSDT 
services.     The  organization  of  Unit  72  for  example,   includes  six  workers. 
Welfare  Service  Technicians,  requiring  60  hours  of  college  or  equivalent 
work  experience,  generally  are  assigned  the  task  of  outreach  to  clients. 
Public  Welfare  Worker  Is,  requiring  a  college  degree  or  equivalent 
experience  share  responsibilities  with  Public  Welfare  Worker  lis.  These 
most  often  include  follow-up  as  well  as  establishing  sites  for  special 
clinics.     An  attempt  was  made  by  this  unit  to  align  workers  into  teams 
with  the  intent  that  a  team  made  up  of  different  level  workers  would 
concentrate  efforts  towards  all  phases  of  a  screening  clinic.  This 
procedure  was  discontinued  after  a  trial  of  two  months. 
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Unit  61  is  comprised  of  two  Welfare  Service  Technician  Is,   two  Public 
Welfare  Worker  Is,  one  Public  Welfare  Worker  II,  and  one  Public  Welfare 
Worker  III.     These  workers  are  involved  in  all  aspects  of  the  EPSDT: 
casefinding,  monitoring  activities. 


WORKER  METHODOLOGIES 


Procedures  used  by  workers  in  the  EPSDT  Medical  and  Dental  components 
are  delineated  in  the  following  flow  charts. 

The  most  common  technique  for  recipient  contact  used  by  the  regional 
EPSDT  program  staff  in  both  outreach  and  follow-up  are  telephone  and 
letter  communications.     Personal  contacts,  while  not  routine,  are  used  for 
a  limited  number  of  cases. 
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EXHIBIT  1-B 

Dallas  County  Regional  Staffing  Pattern 
EPSDT  Program 


Key:    395  -  EPSDT 

551  -  Family  Services 
556  -  Family  Planning 


Mary  Powell /Rose  Schultz 


Program  Directors 
Dallas  County 
Region  051  -  Dallas-Ft, 


Worth 


Approx.  2-3  clerical  are  assigned  to 
work  with  each  unit 


Unit  13  Bettye  Hanzay,  Supv. 
395  -  4  Public  Welfare  Workers 
551  -  1  Public  Welfare  Worker 
556  -  1  Public  Welfare  Worker 

Area  Served:  South  Dallas.  Names 
beginning  A-L,  ending  digits  0,1,2, 
4,  6,  8.    Population:  2,243 


Unit  14  Jean  Baker,  Supv. 

395  -  3  Public  Welfare  Workers 

2  Welfare  Service  Technicians 
551  -  2  Public  Welfare  Workers 


Unit  50  Joe  Ann  Jones,  Supv. 
395  -  4  Public  Welfare  Workers 
551  -  2  Public  Welfare  Workers 
556  -  1  Public  Welfare  Worker 

Area  Served:    South  Dallas 
Names  Beginning  M-Z,  ending  in 
digits  0,1 ,2,4,6,8 
Population:  2,243 


Unit  54  Richard  Gulden,  Supv. 
395  -  4  Public  Welfare  Workers 
1  Welfare  Service  Techn. 
551  -  2  Public  Welfare  Workers 


Area  Served:  North  Dallas/East  Dallas 
Population:  3,075 


Unit  15  Christine  Franklin,  Supv. 

395  -  3  Public  Welfare  Workers 

1  Welfare  Service  Technician 
1  Community  Service  Aide 

551  -  1  Welfare  Service  Technician 

Area  Served:    East  Dallas,  Pleasant 
Grove,  Garland  to  Lancaster 
Population:  3,000 


Area  Served 
Population: 


West  Dallas 
5,712 


Unit  61  Neena  Goel ,  Supv. 
395  -  3  Public  Welfare  Workers 
2  Welfare  Service  Techs. 
551  -  1  Public  Welfare  Worker 

Area  Served:    West  Oak  Cliff, 
Duncanville,  DeSoto,  Grand 
Prairie,  Irving 
Population:  3,200 


Unit  72  Janis  Deatcn,  Supv. 
395  -  5  Public  Welfare  Workers 
551  -  1  Public  Welfare  Worker 

1  Welfare  Service  Technician 
556  -  1,  Welfare  Service  Technician 
Area:    South  Oak  Cliff 
Population:  4,485 


EXHIBIT  1-C 


REGIONAL  EPSDT  MEDICAL  SCREENING  FLOW  OF  CASE  PROCEDURES 


Selection  of  cases  for  initiation  of  outreach 
performed  by  worker  by  use  of  a  computer 
print-out  of  eligible  clients 


Letters  are  sent  to  selected  clients  by  a  secretary 
to  introduce  the  client  into  the  program.  Response 
is  expected  for  about  one-half  of  the  addressed  clients 


OR 


Client  returns  call  to 
DPto.    A  worker,  assigned 
to  phone  duty,  handles 
call 


CI ient  does  not  call . 
Case  closed  until  next 
time  it  appears  on 
computer  print-out 

A 


Original  worker  makes 
clinic  appointment 


Original  worker  contacts  client 
to  confirm  the  appointment 


Worker  contacts  client  for 
reminder  purposes  the  day 
prior  to  the  clinic  appointment 


Client 
screened 

0R- 


Client  not 
screened 


No  referral  . 
Worker  sends 
cl ient 
resul ts 


Referral 
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EXHIBIT  1-D 

REGIONAL  EPSDT  DENTAL  SCREENING  FLOW  CHART  OF  PROCEDURES 


Selection  of  cases  for  initiation  of 
outreach  performed  by  worker  by  use  of  a 
computer  print-out  of  eligible  clients 


Letters  are  sent  to  selected  clients  by  a 
secretary  to  introduce  the  client  into  the 
program.    Response  is  expected  for  about 
one  half  of  the  addressed  clients 


OR 


Client  returns  call  to 
DPW.    A  worker  assigned 
to  phone  duty  handles 
call 


Client  does  not  call . 
Case  closed  until  next 
time  it  appears  on 
computer  print-out 


I  Original  worker  sends 
:  dental  request  card  to 
j  Austin  


OR 


i  Card  approved.  Original 
worker  contacts  client  to 
offer  dental  services 


Card  not  approved.  Client 
not  offered  dental  services 
until  eligible 


Original  worker  makes 
appointment 

dental 

Original  worker  tells 
of  dental  appointment 

cl  ient 

Original  worker  sends  re- 
minder letter  or  calls  client 
to  remind  of  appointment 


Client  keeps  app't 
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Client  does  not  keep  app't 


Original  worker  sends  dental 
authorization  card  to  client 
with  letter  telling  client 
to  make  own  appointment  if 
client  desires  dental  services 


Exhibit  2 


COST  ACCOUNTING  SYSTEM 
Inputs  and  Outputs 


HSRI 

Quarterly  Cost 
Summaries 

Project 
Monthly  Financial 
Statements 

Project 
Special  Cost 
Compilations 
and  Projections 
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EXHIBIT  3 


Inputs  to  Cost  Accounting  System 

Financial  Data 

Budgets  from  project  director 

Financial  statements  from  fiscal  officer  (Special  Projects  Bureau) 
Time  Sheets 


Computer  Printouts 

Payroll  details  -  regular  and  supplemental 
Detail  transaction  listing  (AM220-01) 

State  Forms 

Purchase  vouchers  including  supporting  bills  and  receipts 
Travel  bouchers 
Medical  supply  orders 
Office  supply  orders 

Miscellaneous  written  and  verbal  information 

Rent  -  From  Region  5  Budget  Office 
Phone  -  equipment  -  From  Region  5  Budget  Office 
Phone  -  credit  calls  -  From  Fiscal  Officer 
Secretary  -  From  Region  5  Budget  Office 

Machine  copier  use  -  From  Lancaster-Kiest  Office  Manager 

Postage  -  From  Lancaster-Kiest  Office  Manager 

Credit  slips  and  bills  for  project  vehicles  -  From  Drivers 

Form  use  -  From  Sector  Coordinator 

Lab  tests  -  From  Medical  Services 

Volunteer  hours  worked  -  From  Medical  Serv_ces 

Sector  D  salaries,  travel  expense,  postage  -  From  Supervisors  and  workers 
at  King  Center 
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EXHIBIT  4 


Outputs  from  Cost  Accounting  System 


Quarterly:  Cost  summaries  for 

Direct  Services 
Medical  Services 
Control  Sector 


Monthly:  Financial  Statements 

As  needed:  Cost  compilations  and  projections  for  any  budget  line  item 
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EXHIBIT  5 

COST  ACCOUNTING  SYSTEM 
Financial  Data  Flow 


Adjust  project  books  as  needed 


Backup  sheets*  for  quarterly 
cost  summaries 


Monthly  project  financial 
statements 


*  See  next  page 


183 


EXHIBIT  6 


COST  ACCOUNTING  SYSTEM 


Time  Sheet  Flow 


Weekly  time  sheets  from  each  employee 
*      *       «  • 


Confer  with 
appropriate  people 


0 


Compile,  calculate 
and  post  data 


Time  sheet 
files 


I 


Weekly  and  monthly 
time  summaries  for 
project 


Backup  sheets  for 
quarterly  cost 
summaries  for  HSRI 
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EXHIBIT  7 
COST  ACCOUNTING  SYSTEM 
Forms  Flow 


Copies  of  all 

Copies  of  all 

vouchers  and  supply 

vouchers  and  supply 

orders  from  originators 

orders  from  fiscal 

pfficer 

| 

Cross  check  all  vouchers  and 
supply  orders  with  fiscal 
officer  for  completeness  of 
files  and  for  classification 
of  cost 


~~1 

Monthly  Financial  Statements 

Quarterly  Cost  Summaries 

for  Project 

for  HSRI 
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EXHIBIT  8 


COST  ACCOUNTING  SYSTEM 


Personnel  Costs  for  Each  Activity 


Backup  sheets  for 
quarterly  cost 
summaries 


1.  Compile/calculate  for  each  job  title 

2.  Average  quarterly  salary  and  fringe  costs 

3.  Available  hours 

4.  Hours  worked  in  total  and  by  activity 

5.  Number  of  full  time  equivalents  for  each 
job  title 

6.  Cost  of  each  activity 

i 


Quarterly  Cost  Summaries 
for  HSRI 
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EXHIBIT  9 


Forms  Flow 


Individual  Work  Sheet 


ALL  STAFF 


J~""~ 


SUPERVISOR 


DON  AKERBLOM 


US' 


HSRI 


ADMINISTRATIVE  ASSISTANT 
(CONVERT  TO  SUMMARY  SHEET) 


A.  All  staff  is  to  complete  an  Individual  Work  Sheet  at  the  end  of  each 
week. 

B.  Completed  forms  are  to  be  turned  in  to  your  supervisor  by  noon  each 
Monday  for  the  previous  week. 

C.  Supervisors  will  turn  in  the  forms  they  are  responsible  for  and  their 
own  completed  forms  to  Don  Akerblom  by  noon  each  Tuesday. 

D.  Summary  sheet  is  sent  to  Health  Services  Research  Institute. 
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EXHIBIT  10 


INDIVIDUAL  'JOEK  IV.WW 


IJame  of  l-Oanloyee:    (v«.->l  <.•'  

( Mon«  •  ■;■  -  3>m 

Job  Title:   Job  Title 

Ho.  Code 


Activity  of  Assignment 


Total  Hrs. 
ftva  1  i.flnxe 
This  Week 

Hours        forked  Per 

Major 

\ctivity 

Days 

of 

3  Week 

[total  Hrs. 
forked 

Ma.^or  Activities 

L 

2 

6 

Case— Finding 

Original  Screens 

Rescraens 

:  sreenine 

Diagnosis  &  Treatment 

Ca  se-Mbnitorin^ 

Problem  Completions 


Screen  Completions 

Health  Education 

Other  Exper.  Activ. 
Specify  1. 

2. 

3. 

Orientation/ Staff 
Trng. /Staff  Conf. 

Managerial/Admini s. 

TOTAL  | 

*  i 

1  ! 

*  The  total  of  this  column  will  normally  be  AO  hours  unless  the 
individual  is  a  part-time  employee.    Report  below  if  the  available  hours  in- 
clude non-productive  time,  such  as  sick  leave,  vacation  or  a  holiday.    For  example, 
if  one  day  of  leave  was  taken,  indicate  below  "Includes  8  hours  leave." 


EXHIBIT  11 


ATTENTION  -  Control  Sector,  EPSDT  Project  Direct  Services  Staff 

Ins  tructions 
Individual  Work  Sheet 


1.  Week  Of 

Indicate  the  weekly  period  covered  by  the  report  - 
(Monday  thru  Sunday),   i.e.,  March  10-16,  1976. 

2 .  Name  of  Employee 
Indicate  full  name 

3.  Job  Title 

For  purposes,  of  grouping  persons  with  the  same  responsibilities 
together,   the  evaluators  have  assigneu  a  specific  job  title  o 
each  type  of  worker.     Apply  the  following  Titles: 

Community  Service  Aide  II  =  Case  monitor 
Welfare  Service  Technician  II  =  Case  monitor 
Community  Service  Aide  III  =  Case  finder/monitor 
Public  Welfare  Worker  I  =  Case  finder/monitor 
Supervisor  =  Secto.  Coordinator 

4.  Job  Title  No.  Code 


For  purposes  of  grouping  and  comparison,   the  control  sector  should 
apply  the  following  codes; 

Public  Welfare  Worker  I  =  13  Community  Service  Aide  II  =  18 

Supervisors  =  10  Welfare  Service  Technician  II  =  17 

Community  Service  Aide  III  =  20 

5 .     Activity  of  Assignment 

The  activity  of  assignment  must  be  one  of  the  eight  Major  Functional 
Activities  of  Assignment  contained  in  the  Work  Sheet,  i.e.   1)  Case- 
finding,   2)  Screening,   3)  Diagnosis  and  Treatment,  4)  Case-monitoring, 
5)  Health  Education,  6)  Other  Experimental  Activities,   7)  Orientation/ 
Staff  Training/Staff  Conferences,   8)  Managerial/Administrative.  The 
control  sector  should  consistently  apply  the  following  Activity  of 
Assignment : 

CSA  III  WST  II  =  Case-monitoring 

PWWI  and  Supervisor  =  Casef inding/monitoring  CSA  I    =  Case-finding 
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Total  Hours  Available  this  Week 


The  total  of  this  column  will  normally  be  40  hours  unless  the  individual 
is  a  part-time  employee.  Hours  available  means  hours  for  which  an  indi- 
vidual is  paid. 

Total  Hours  Worked 

The  total  of  this  column  should  equal  the  sum  of  production  time  worked 
during  the  week.     If  Total  Hours  Worked  does  not  equal  Total  Hours 
Available,  an  explanation  should  be  written  on  the  lines  provided  at  the 
bottom  of  the  page.     Total  Hours  Available  include  non-productive  time 
if  an  individual  has  taken  sick  leave,  vacation,  or  a  legal  holiday  has 
occured.     For  example:     if  one  day  was  taken  off,  write  —  "8  hours 
sick  leave  ,  3-2-76". 


Hours  Worked  Per  Major  Activity 

Indicate  the  number  of  hours  (to  the  nearest  \  hour)  worked  on  each 
activity  for  all  days  of  the  week.     Due  to  the  fact  that  a  large  number 
of  individuals  with  varying  responsibilities  use  this  form,  not  all 
activities  can  be  used  by  each  individual. 

These  Major  Activities  which  are  starred  (*)  are  those  which  should 
be  used  almost  exclusively  by  PWW  I,  CSA  II  &  III,  WST  &  Supervisors 
and  the  control  sector.     Time  should  be  recorded  under  unstarred 
activities  only  under  unusual  circumstances  when  time  has  been  spent 
in  activities  outside  of  an  individual's  usual  responsibility  assignment. 


IMPORTANT  -  Apply  the  following  definitions  to  the  Major  Activities: 

*  Case-finding  -  All  outreach  activities  undertaken  for  the  purpose  of 
getting  an  eligible  individual  screened.  Activities 
included  in  this  definition  are  mailing  contact  letters 
informing  of  the  EPSDT  program,  phone  calls  made  in 
attempt  to  appoint  an  eligible  to  screening,  screening 
appointment  setting,  home  visits  in  attempts  to  appoint 
eligibles  to  screening  and  transporting  of  clients  to 
screen.     Also  included  in  case-finding  is  informing 
clients  of  dental  services  and  mailing  a  request  for 
authorization  for  dental  services  to  Austin.  Staff 
conference  time  spent  in  supervision  concerning  any 
of  the  above  should  be  recorded  under  case-finding 
also. 


Original  Screens  and  Rescreens  -  These  are  sub-categories  of  case- 
finding.     The  sum  of  Original  Screens  and  Rescreens 
should  equal  the  total  case-finding  for  the  day. 
Original  Screens  should  equal  time  spent  in  efforts 
to  obtain  screening  for  individuals  who  have  never 
participated  in  the  EPSDT  program  before.  Rescreens 
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should  equal  time  spent  in  efforts  to  obtain  screen- 
ing for  individuals  who  have  participated  in  the  EPSDT 
program  in  previous  year  (s). 


Screening  -  Any  of  the  testing  or  diagnosis  performed  by  the  screening 
provider  (Title  XIX  Screening  Team). 

Diagnosis  &  Treatment  -  Activities  performed  by  diagnosis  or  treatment 

providers . 

*  Case  Monitoring  -  All  follow-up  activities  undertaken  for  purposes 

of  assisting  clients  with  problem  referrels  (402 
completion)  or  retests  which  the  screening  team 
requests  after  an  examination  and  the  subsequent 
return  of  laboratory  reports  for  blood  and  urine. 
Also  informing  a  client  that  a  dental  services 
request  has  been  approved  and  assisting  them  with 
dental  appointment  setting.     Staff  conference  time 
spent  in  supervision  concerning  follow-up  subsequent 
to  screening. 

*  Pr°klem  Completions  and  Screen  Completions  - 

There  are  subcategories  of  case-monitoring.     The  sum 
of  Problem  Completions  and  Screen  Completions  should 
equal  the  total  of  case-monitoring.     Problem  Comple- 
tions are  all  activities  related  to  402  assistance 
and  dental  appointment  assistance.     Screen  comple- 
tions are  only  those  activities  undertaken  at  the 
request  of  the  screening  team  to  assist  a  client 
in  returning  to  the  screening  clinic  for  a  retest. 
(Note  that  Screen  Completions  are  usually  not  under- 
taken because  retest  requirements  are  rare.) 

Health  Education  -    Activities  performed  by  personnel  specifically  trained 

in  delivery  of  health  education  services  to  client. 

Other  Experimental  Activities  -  Activities  performed  for  specific  research 

development . 

Orientation,   Staff  Training,   Staff  Conferences  -  Time  spent  in  job  improve- 

ment  activities  such  as  Department  of  Public  Welfare 
orientation  and  training,     Project  seminars  on  health 
issues  or  other  job  related  conferences  and  seminars. 
(Staff  su  ervisory  meetings  should  not  be  recorded  here. 

Managerial /Administrative  -  Activities  undertaken  which  do  not  specifically 

relate  to  delivering  services  to  clients.     For  instance 
the  overseeing  of  programs,  coordination,  program 
development  and  research  and  evaluation  activities. 
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EXHIBIT  12 
Data  Forms 


State  of  Texas 

Department  of  Public  Welfare 


Head  of  Householc 

Medicaid 

□ 

EPSDT  FAMILY  CONTACT  FORM 

Date  of  Contact 


Form  T-405 
January  1976 


Casefinder 


Head  of  Household  Name,  Last 
i — r 


ELIGIBt.ES  IN  HOUSEHOLD 


No. 


Name 


Age  Sex 


✓  if 
Trans. 

Date  for  Appmt.  Req'd. 
Screen  Time 


Screen 
Location 


More  than  8  children  in  family?  Q  Yes  —  If  yes,  initiate  second  sheet  and  staple  together. 
Name  of  Casefinder  Head  of  Household  
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Forms  Flo1, 


Family  Contact  Sheet 


/  CASS  fi::~ers  7 


P.  1    TO  LliJDA  COOPER   ^  NANCY  BARBAS   ■    ■     ^  HSR] 

'  IMMEDIATELY  "ON-SITE  COORDINATOR  f 


P.  3    CASE  FINDERS  KEEP 


IN  CASE  FOLDER 


^  P.  2  &  4    TO  LINDA  COOPER  x 

WHEN  COMPLETE    ,  — ^  P.  2  NANCY  3AR3A; 


P.  L  ELLA  WLLSC 


.  -.WW  w*/'..  - 


EC  J 

ile 


The  Family  Contact  Form  is  originated  by  the  case  finders  for  each 
case  contacted. 

After  the  first  meeting  with  a  client  when  the  form  is  orginated, 
page  1  is  turned  in  to  the  Direct  Services  Secretary,  Linda  Cooper. 
Page  1  is  to  be  turned  in  within  48  hours  of  the  client  contact. 
Page  2,   3,  and  4  are  kept  by  the  case  finders  in  the  case  folders 
until  complete. 

The  Direct  Services  Secretary  will  check  page  1  against  the  case 
finders  appointment  list  in  order  to  insure  that  a  form  has  been 
turned  in  for  each  scheduled  client  contact.     On  the  same  day  in 
which  page  1  has  been  received  by  the  Secretary,   the  Secretary  will 
deliver  it  to  the  On-site  Coordinator.     The  On-site  Coordinator  will 
send  page  1  to  the  Health  Services  Research  Institute. 
Pages  2,   3  and  4  are  completed  after  the  case  finder  has  confirmed 
that  a  screening  appointment  has  been  kept  or  after  it  is  confirmed 
the   family  will  not  keep  the  appointment  (see  instructions   for  fill- 
ing out  family  contact  form).     After  completion  of  pages  2,   3  and  4 
page  2  and  4  will  be  turned  in  to  the  Direct  Services  Secretary. 
The  Direct  Services  Secretary  will  deliver  page  2  to  the  On-site 
Coordinator  who  will  send  page  2  to  the  Health  Services  Research 
Institute.     The  Direct  Services  Secretary  will  deliver  page  4  to  the 
Statistical  Clerk,   Ella  Wilson.,  who  will  file  page  4  in  the  research 
project  file. 
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_ength  of  time  at  current  address 


Length  of  time  on  Medicaid 


rransportation  to  Clinic 


Yrs. 


Mos. 


Yrs. 


Mos. 


Referred  by  (Check  main  factor) 


Drove  Self 

Newspaper  ad 

iD 

Home  visit  (Casefinder) 

Free  Taxi 

?n 

Radio  notice 

Phone  call  (Casefinder) 

Brought  by  Welfare  Staff 

3D 

T.V.  notice 

3D 

Neighbor 

Rode  with  Friend/Relation 

School 

*□ 

Other 

Walked 

Letter  notice 

SO" 

Specify 

Rode  Bus/Taxi  (Pub.  Trans.) 

:  : 

Walk-in 

ft] 

Rode  Welfare  Vehicle 

Other 

Spprify 

Medical  Care  During  Past  12  Months 


Screening  Sequence 


No  Contacts  □ 

Private  physician 
Outpatient  Clinic 
Hosp.  Emergency  Room 
Hosp.  (inpatient)  Adm. 


Number  of: 


Check- 
ups 

□ 
□ 


Sick 
Visits 

■□ 

□ 


Number  of: 


Dentist 

Optometrist/Ophthal. 
School  Physical 


Check- 
ups 

□ 
□ 
□ 


Sick 
Visits 

n 
a 


Original  EPSDT 
Periodic  Rescreen 

Date  for  Rescreen 


Mo.        Day  Yr. 
Visit  Number:    12   3  4 


1Q5 


Oldie  Ul    I  o»ds 

Department  of  Public  Welfare 
Medicaid  No.  or  Client  No. 


IMMUNIZATION  ANNEX 


January  1976 


Name 


Age 


Date 


Last 


First 


□ 


M.I,  Sex 


Yrs.  Mos. 


Case  Monitor  Code 


Sector 


Mo.        Day  Yr. 

M  □ 
F  □ 


CURRENT  STATUS 


Has  child  had  this 
immunization— in- 
cluding  this  visit? 


Subsequent  immunizations- 
current  series  (within  4 
months  of  this  visit)  only. 


Enter  Date 
Received 


Date 
Required 


Date. 
Received 


DPT    Diptheria  and  tetanus  toxoids 

combined  with  pertussis  vaccine 

TOPV  Trivalent  oral  polio  vaccine 

Td      Combined  tetanus  and  diphtheria 
toxoid  (Adult  Type). 


DO  AT  THIS  AGE 
ONLY  IF  NOT 
DONE  AT 
PREVIOUSLY 
SCHEDULED  AGE 


'Enter  "Date  Required"  only  for  immunizations  to  complete 
a  current  ongoing  series  such  as  DPTorTPOV.  According  to 
the  schedules  on  this  page  no  such  date  should  be  later  than 
4  mos.  of  the  current  visit  or  an  entry  in  the  column  "has  child 
has  his  immunization?"  Accordingly  immunizations  will  be 
considered  current  only  if  there  is  an  entry  under  "Enter  Date 
Received"  for  each  immunization  (7)  checked  as  required  or 
there  is  an  entry  under  "Date  Received"  matching  any  entry 
under  "Date  Required"  under  the  overall  heading  "Subsequent 
immunizations  -  current  series  only." 


SCHEDULE  FOR  IMMUNIZATIONS 
INITIATED  IN  INFANCY 

SCHEDULE  FOR  IMMUNIATIONS 
INITIATED  AFTER  AGE  ONE 

* 

ISSSBBBBBm 

AGE 

VACCINES 

TIME  INTERVAL 

1-5  YRS. 

6  YRS.  and  OLDER 

2  Mos. 

DPT  #1,  TOPV  #1 

First  visit 

DPT  #1-TOPV  #1 

Td  (1st)-  TOPV  (1st) 

4  Mos. 

DPT  #2,  TOPV  #2 

1  Mo.  Later 

Measles,  R  ubella.  Mumps 

Measles,  Rubella*Mumps 

6  Mos. 

DPT  #3,  TOPV  #3 

2  Mos.  Later 

DPT  #2-  TOPV  #2 

Td  (2nd)-  TOPV  (2nd)  ^ 

12  Mos. 

Measles.  Rubella,  Mumps 

4  Mos.  Later 

DPT  #3-  TOPV  #3 

IP 

DPT  #4,  TOPV  #4 

6-12  Mos.  Later 

DPT  #4,  TOPV  #4 

Td  (3rd)-  TOPV  (3rd) 

DPT  #5,  TOPV  #5 

At  age  14-16  Yrs. 

Td  (every  1 0  yrs.) 

Td  (every  10  yrs.) 

14-16  Yrs. 

Td  (continue  every  10  yrs.) 

•Rubella  Vaccine  should  not  be  given  to  a  post-menarchal  girl 
without  physician  consultation. 
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Forms  Flow 


Immunization  Annex 


I  DATA  COLLECTOR 


1  To  Nancy  Barbas, 
On-Site  Coordinator, 
I mme  d  i  a  t  e 1 y 


2  To  Nancy  Barbas 
When  Complete 


-AP.    1  iiSRI 


(If  complete  with 
p.    1,  Both  pages 
should  accompany 
each  other  imme- 
diately) 


3  If  re- 


-> 


quires  follow- 
~~  ~y   up*, to  Frank 


Wright 


J  P,    2  HSR I 


P .  2 

Case 
Monitor 

P.  3 


P.    3  To  Ella 
Wilson,  Statistical 
Clerk 


Proj  ect 
Research 
File. 


A.      The  Immunization  Annex  is  >orginated  at  the  screening  site  by  the  Data 
Collector  lor  each  child/client  under  7  years  of  age  who  is  screened 
and   livt;s  within  the  demonstration  area.     (Originate  with  Project 
Data  Sheet). 

d.     The  Data  Collector  will  deliver  page   1  to  the  On-rSite  Coordinator 
within  24  hours  of  receiving  it,  who  will  in  turn   jend  it  to  the 
Kealth  Services   Research  Institute. 

If  no  follow-up  is  necessary  and  the  Immunization  Annex  is  complete, 
page  2  will  be  delivered  to  the  On-Site  Coordinator  with  page  1.  who 
will  send  it   to  HSRI . 

D.  If  no  follow  is  necessary,   the  Data  Collector,  will  deliver  page  3 
to  Ella  Wilson  who  will   file  it  in  the  Project  Research  File. 

E.  If  follow-up  is  necessary,   page  2  and  3  will  be  delivered  to  the 
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Direct  Services  Supervisor  for  assignment  to  the  appropriate  case 
monitor.     Upon  completion,   the  case  monitor  will  deliver  page   2  to 
the  On-Site  Coordinator  who  will  send  it  to  HSRI  .     The  case  monitor 
will  give  page  3  to  Ella  Wilson  who  will  file  it  in  the  Research 
1'roject  File 
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EPSDT 

EARLY  PERIODIC  SCREENING  DIAGNOSIS  AND 
MEDICAL  REFERRAL 


I  Urt  n-ur  vv 
rorm  <<ia 


I.    TO  BE  COMPLETED  BY  OPW  OR  CONTRACTING  AGENCY 


C  1.  PATIENT'S 

DPW  NO. 

2.  CASE  NAME  (PAYEE) 

n 

o 

LL 

LU 

CO 

< 


4.  PATIENT'S  NAME  (LAST,  FIRST,  MIDDLE) 


6.  ADDRESS  (STREET,  CITY,  STATE,  ZIP) 


PHONE  NO. 


7.   DPW  WORKER/AGENCY  REPRESENTATIVE      DPW  WORKER  BJN/  AGENCY  NAME  &  ADDRESS  WO' 


°1 
LU 


O  J 


(   8.   REFERRED  TO  (PHYSICIAN'S  NAME,  ADDRESS,  ZIP): 

PHYSIC  I..  • 

9.   APPOINTMENT  TIME 

I 

DAY 

DATE 

10.  RESCHEDULED  APPOINTMENTS 

II.    TO  BE  COMPLETED  BY  SCREENING  PROVIDER 


LU 

r 
u 

01  > 

2  — I 
—  O 

dc  or 

LU  x 

9o 
>  i- 
o 

LT 
Q_ 


DEAR  DOCTOR 

THE  ABOVE  CHILD  WAS  SCREENED  BY  THE  TEXAS  DEPT.  OF  HEALTH  RESOURCES  ON 
AND  A  PROBLEM  IS  SUSPECTED  AS  SHOWN  BELOW. 
3.    REASON  FOR  REFERRAL: 


2.  SCREEN  DATE 


DO  1 


5.  PROBLEM  HISTORY 


□   COMPLETELY  NEW  CONDITION 


PREVIOUSLY  KNOWN, 


□  NOT  UttPKf    ;  a" 

□  UNDt.i  CARS 


g     1  AUTHORIZE  THE  RELEASE  OF  MEDICAL  INFORMATION  ON 
TEXAS  DEPARTMENT  OF  PUBLIC  WELFARE  AND  THE  TEXAS 

THE  ABOVE  NAMED  INDIVIDUAL  TO  THE 
DEPARTMENT  OF  HEALTH  RESOURC"  . 

SIGNATURE  OF  PARENT  OR  GUARDIAN 

I 

EPSDT  Regional  Coordinator 


1 
1 
I 
I 


1.  REFERRAL  NO. 


M 

EPSDT  MEDICAL  REFERRAL  SUPPLEMENT 


IV.  A.  FOR  COMPLETION  BY  FOLLOW-UP  WORKER 


Form  4Q2-' 
SEPT.  1971 


2.  PATIENT.'S  DPW  NUMBER 


□ 


3.  RECIPIENT'S  (PATIENT'S)  NAME  (LAST,  FIRST,  MIDDLE  INITIAL) 


□ 


1,  EXA MINATIO N  DATE 


2.  WAS  INITIAL  APPOINTMENT  KEPT?        O  Yes  Q  No 

NO.  OF  SCHEDULINGS  BEFORE  APPOINTMENT  KEPT'  f~ 


3.  WAS  SUSPECTED  (REFERRED)  PROBLEM  CONFIRMED  AT  DIAGNOSTIC/TREATMENT  VISIT?  GYes  QNo 


4.  FOLLOW  UP  CARE 
NO  FURTHER 


CI  TREATMENT 
NEEDED 


CONTINUED 


[U  OFFICE  CARE 


REFERRED 

I  I   ANOTHER  (specify  type, 

MEDICAL  RESOURCE      name,  address) 


5.  DOES  PHYSICIAN  REQUIRE  ASSISTANCE  FROM  WORKER  IN  HELPING  PATIENT  KEEP  APPOINTMENTS,  SUPPORTING  HOME 
TREATMENT  PLANS,  ETC.?        □  Yes  fjNo 


6.  DIAGNOSIS: 


7.  SOURCE  OF  INFORMATION: 


□  CLIENT 


□  PHYSICIAN 


□  OTHER 


REASON  FOR  NON-COMPLETION  OF  REFERRAL-TREATMENT  PROCESS: 

□  CLIENT  REFUSAL 

□  SERVICE  UNAVAILABLE 

□  OTHER 


10 


'   — ■ — — — — — — — — — — — 

1  .  DPW  WORKER/AGENCY  REPRESENTATIVE  NAME 

u/ori^pp  rim  z  Mdii  rnriF 

TTTI 

-.oENCY  NAME  AND  ADDRESS  (if  not  DPW) 

SIGNATURE 

DA  i  E 

•MUST  CORRESPOND  TO  402  REFERRAL  NO.  IN  CASE  RECORD,  SECTION  1,  ITEM  1, 
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1.  A  Referral    Corn  i «  originated  by  the  screening  t  ••-!•-.  lor  .-'11   \>r>n>  I  ••;  ••: 
disclosed  during  a  clients  reception  of  screening  s-t  vices . 

2.  The  re  ferral .  process   if  begun  either  at  the  c  1  in  i  <:  !>  /  tip'  Hi;  I  •: 
follow-up  worker  or   i.s  sent  to  the  D-PW  unit   for     »:  »  {  i  at  ion  oi  tno 
referral  process  by  an  assigned  Caso-r.ioni  tfor .     "!'!)■•  en  so  monitor 
always  receives  at   least  pages   1  and  2  of  the  fori:;. 

3.  Upon  reception  of  copies  of  the  402,   the  monitor  originates  an 
additional  Extra  Page  (on  the  old  Form  402).     Within  one  week  of 
receiving  the  referral   form,   the  monitor  delivers   Page  1   to  the 
Direct  'Services  Supervisor  and  the  Extra  Page  to  the  HSR I  on-site 
coordinator.     The  monitor  retains  Page   2   for  further  action.     Pag*»  1 
is   in  turn  sent   to  state  data  systems  and  the  extra  ;»age  to  IISRI. 

U.     Either  the  clinic  follow-up  worker  or  the  monitor  s'nds  pages  3-5 
returned  from  the  medical  provider,   the  completed  data  should  be 
transcribed  onto  page  2.*    Then,  pages  2  thru  5  are  distributed  as 
i ol lows : 

Pages   2   is  given  to  the  HSRI  on-site  coordinator  to  be 
delivered,    in  turn,   to  HSRI. 

Page  3  is   filed  in  the  client  case  record 

Page  4  is  given  to  the  Direct  Services  Supervisor  to  be 
delivered,   to  state  data  systems. 

Page  5  is  given  to  the  Direct  Services  Supervisor  to  be 
delivered,   to  the  Title  XIX  screening  te.im. 


If  the  medical  provider  does  not  return  the  form.  ;>  \ 2-5  are  not 
distributed  and  a  ^02-S   is  originated. 
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Forma  Flow 


Problem  Referral  Supplement  (402-S) 


CASE  MONITOR 
ORIGINATES  402-S 


Page  1 

( Wh  i  t  o  )  sent  to 
Direct  Services 
Supervi  sor 
I mme  d  i  a  t  e 1 y 


State 

Data  Servi 


Page  2 

(Yellow)  sent  to 
HSRI  On-site 
Coordinator 
Immedi  a  te ly 

Page  3 

(Pink)  filed 
in  case  record 


— i  iiSRI 


This   form  is  originated  by  the  assigned  case  monitor  only  in  instances 
-.hica  a  problem,  refeffal  form  402  has  been  originated  at  the  screening 
and  is  not  returned  by  the  scheduled  treatment  provider  to  the  case 
monitor.     After  originating  the  402-S  the  monitor  immediately  distribut 
all  pages . 
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Department  of  Public  Welfare 


April  1976 


1      tient's  DPW  No. 


EPSDT  CASE  MONITORING  SHEET 

2.  Referral  No. 


3.  Case  Monitor  Code 


d 


4.  Name 


Last 


First 


□ 

M.I. 


5.  Appointment  Record 


DATE 

APPM'T.  TIME 

APPM'T.  KEPT 

COMMENTS 

6.  Narrative  Summary  of  follow-up 


7.  Problem  Status  (180  days  after  referral  date  or  upon  problem  completion) 

a.  Treatment  completed,  condition  presumed  cured  or  inactive  after  1st  visit   'D 

b.  Treatment  plan  completed  —  now  cured  or  inactive  (follow-up  contact)  2  CD 

c.  Treatment  terminated  —  maximum  benefit  achieved  (not  necessarily  inactive  or  cured)  3O 

d.  Still  under  treatment  (original  practitioner/clinic)   4CU 

e.  Still  under  treatment  (referred  practitioner/clinic)  sO 


8.  Method  of  follow-up 

Mail  1  □ 

Phone   2\U 

Personal  contact   

Other 

Specify   4D 


10.  Date  form  completed 


9.  Reasons  for  inability  to  complete  problem 

Family  moved  '<  CZI 

Family  no  longer  eligible    zU 

Refuses  to  make  another  appmt   3D 

Unable  to  contact  after  numerous  efforts  4^ 

Repeated  appmt.  failures    «□ 

Other 

Specify   eO 


/  / 


Mo.        Day  Yr. 
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11.  DPW  Worker  Signature 


Form;;  Flow 


Project  Data  Sheet 


DATA  COLLECTOR 


P.      I  To  Nancy  Barbas  )HSiU 

On-Site  Coordinator, 
Immediate ly 


P.   2  and  3  to 

v  On-Site  Coordinator 
~?  Wh e n  Comple te 


P. 

HS 


P .    3  Research 

2s  .   v 

''Ella  wLison  /Project 

File 


A.  The  Project  Data  Sheet  is  originated  at  the  screening  site  by  the 
Data  Collectors  for  each  sample  child/client  who  is  screened  ana 
lives  within  the  demonstration  area.      In  order  to  insure   that  a  Data 
Sheet  is  completed  for  each  patient  who  shows  for  an  appointment, 

the  Data  Collactor  will  check  off  form  completions  on  a  clinic  appoint- 
ment schedule. 

B.  The  Data  Collector  will  deliver  page  1  to  the  On-Site  Coordinator 
within  24  hours  of  receiving  it,  who  will  in  turn  send  it  to  the 
Health  Services  Research  Institue.     The  Data  Collector  or  Statistical 
Clerl^  will  fill  in  the  incompleted  portion  of  the  Data  Sheet  (page  2, 
3)  when  the  test  results   are  received  by  the  Health  Screening  Team. 
Upon  completion,   page  2  and  3  will  be  given  to  the.  On-Site  Coordin- 
ator who  will  send  page  2  to  the  Health  Services  Research  Institute. 

C.  Page  3  will  be  given  by  the  On-Site  Coordinator  to  Ella  Wilson, 
Statistical  Clerk,  who  will   file  it  in  the  Research  Project  File. 
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Forms  Flow 


Case  Mom  f.ori nr  Shoot 


CASE  MONITOR 

ORIGINATES 


Page  1   

(White) 
given  to  HSRI 
On-Site  Coordinator 
when  completed 


HSRI 


Page  2 

(Pink) 
filed  in  case 
record 


The     Case  Monitoring  Sheet  is  originated  by  the  assigned  case  monitor 
for  all  problems  identified  by  a  Form  402.     The  Monitoring  Sheet  is 
completed  at  the  termination  of  treatment  a  client  receives  with  each 
medical  provider. 


/ 
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EXHIBITS 
Fixed  Site  Clinics 


Exhibit  1 
MENTAL  MAPS 


A  phenomenon  occured  in  subsector  C-2  of  the  project's  demonstration 
area.    This  subsector  was  part  of  South  Dallas  sector  C  (zip  cbde,  75215). 
The  subsector  evidenced  the  highest  EPSDT  participation  rate  of  the  extra- 
neighborhood  clinic  variable,  although  it  is  divided  by  a  major  expressway. 
In  contrast,  the  fixed-site  EPSDT  clinic  in  subsector  C-7,  unfettered  by 
the  highway,  showed  declining  rates  of  EPSDT  participation.    It  is  assumed 
that  the  improved  accessibility  of  the  extra-neighborhood  clinic  in  sub- 
sector  C-2  was  the  preeminent  reason  for  the  positive  change  in  recipient 
participation  in  EPSDT.    However,  it  is  recognized  that  other  factors  con- 
tributing to  this  positive  change  included  the  intensive  outreach,  single 
management  of  EPSDT  subsystems,  responsive  transportation,  and  the  persona- 
lized approach  of  the  screening  team  (nurses  and  volunteers). 

Coincident  with  the  phenomena  in  the  subsector  C-2,  staff  became  ac- 
quainted with  a  testing/survey  technique  called  "Mental  Mapping."''  The 
technique  has  been  used  in  various  parts  of  the  country  to  quantify  an 
area's  geography  and  demography.    In  a  survey  of  a  community,  residents 
are  asked  to  draw  city  or  neighborhood  boundaries,  i.e.  roads,  landmarks, 
sites,  natural  features  and  social  factors,  as  they  are  mentally  perceived. 

A  profile  of  the  city  and/or  specific  neighborhood  emerges  that  reveals 
the  way  local  citizens  mentally  visualize  their  surroundings  as  opposed  to 
their  actual  physical  geography.    The  resultant  collective  "map"  that  is 
drawn  gives  an  overall  view  that  correlates  perspnal  perception  of  roads, 

sites,  and  facilities  with  their  usage  by  the  total  local  inhabitants. 


'C.  Panati,  "Mental  Maps;  Using  Attitudes  Toward  Place  in  Making  City 
Plans,"  Newsweek,  15  March  1976,  p.  71. 
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Maps:    page  2 

A  mental  mapping  of  sector  C  by  EPSDT  recipients  was  proposed  (1)  to 
document  the  possible  effect  of  the  area's  environment  and  physical  layout 
on  recipient  utilization  of  extra-neighborhood  clinics,  and  (2)  to  determine 
the  perceived  accessibility  of  sector  C  health  care  facilities  as  they 
affect  recipient  use  of  EPSDT  screening  clinics. 

Preliminary  planning  with  Dr.  Peter  Gould2  of  Pennsylvania  State 
University,  and  Dr.  David  Morgan  of  the  University  of  Texas  at  Dallas  was 
pursued.    These  experts  in  the  field  of  mental  map  survey  and  evaluation 
were  amenable  to  act  as  consultants  to  the  project.3    Due  to  time  constraints 
and  the  closing  of  the  project,  it  was  decided  that  a  "mental  map"  investi- 
gation, although  desireable,  was  not  feasible. 


^Refer  to  the  book,  Mental  Maps,  Penguin  Books,  by  Dr.  Gould  for  a 
general  treatment  of  the  subject. 

3See  exhibit  2. 
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Exhibit  2 


The  Pennsylvania  State  University 


Mr.  Gerald  Jines 

Information  Specialist 

State  Department  of  Public  Welfare 

230-A  Lancaster-Kiest  Shopping  Center 

Dallas,  Texas  75216 

Dear  Mr.  Jines, 

Please  accept  my  apologies  for  the  great  delay  in  replying 
to  your  letter  inquiry  of  last  April,  but  we  have  just  come 
to  the  end  of  a  rather  brutal  academic  year,  only  now  am 
I  emerging  from  the  examination  period. 

I  have  received  a  number  of  calls  from  around  the  country 
rather  similar  to  yours.     The  problems  of  perception  of 
health  care  facilities  seems  to  be  a  reasonably  pressing  and 
common  one,  for  the  city  of  Baltimore,  and  the  state  of  Maryland, 
are  both  running  into  problems  of  non-participation  by  a  poten- 
tial set  of  clients. 

It  is,  of  course,  very  difficult  for  me  to  advise  you  in  any 
casual  way.     I  do  undertake  consulting  work  when  I  can  fit  it 
into  a  rather  demanding  schedule,  and  my  usual  fees  are  $240 
a  day  plus  all  expenses.     Perhaps  a  useful  input  to  your  decision 
in  this  matter  might  be  a  small  Penguin  book  entitled  Mental 
Maps .     It  was  a  small  book  I  wrote  for  a  more  general  audience, 
and  the  first  chapter  or  so  should  give  you  a  better  sense  of 
the  sort  of  research  undertaken  in  this  area.     You  would  then  be 
in  a  better  position  to  evaluate  whether  I  could  be  of  any 
service  to  you. 

With  best  wishes. 


403  DEIKE  BUILDING 
UNIVERSITY  PARK,  PENNSYLVANIA  16802 


College  of  Earth  and  Mineral  Sciences 

Department  of  Geography 


Area  Code  814 


865-3433 


June  2,  1976 


Yours  sincerely, 


Peter  Gould^^***^ 

Professor  of  Geography 


PG:plb 
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APPENDIX  3 
Extra-Neighborhood  Clinics 
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TAOLC 

0,    EP50T  URBAN  DALI  AS  PROJECT,  EXTRA 

NC [GHB0RH00E 

CLINICS: 

DATA  SUMMARY 

FOR  JANUARY  1977  THRU 

MARCH  1978 

Date 

Location 

Subsector  # 

Scheduled 

#  Showed  t 

Showed 
** 

#  Screened  t 

Referred  * 

Ref-n<-  j 

1-6-77 

?5l)()  Homlno  -  YMCA 

C-?  ' 

?1 

16 

7(,X 

16 

.1 

l-H-77- 

?M10  Rom  Inn  YMCA 

C-7 

ft 

? 

>'d 

1 

1 

1-2(1-77 

Mil  Meadow-Hope  Community  Center 

C-5 

34 

?4 

7\i 

24 

0 

Ull  Me,v!ow-llopc  (  onniiiin  1  ly  'enter 

C-5 

79 

10 

W. 

10 

"0 

flji  J 

monthly  totai 

92 

5? 

57X 

51 

4 

fi% 

5.3.77 

671?  Pllorlm-Rhoili",  Terrace 

C-6 

5 

100* 

3 

0 

f  V 

?-ft-77 

571?  I'llqrim-Kha'b".  forme 

C-6 

17 

ft 

4><! 

f! 

4 

7-15-77- 

17(15  Corlnlh-rrvay  llaptlst  Church 

C-l 

15 

17 

fiOi 

1? 

0 

7-73-77 

17A5  Corlnl.h-1  rv.iy  Rapt  tit' Church 

C-l 

7  ■ 

4 

'  57< 

3 

') 

(  i 

MONTHLY  totai 

44 

"9 

66-/ 

26 

i 

1-0-77 

6601  Roxar-Turnnr  Courts 

C-4 

47 

?0 

a3X 

?0 

7 

■ 

.1-17-77' 

500?  5.  Central-New  Hope  Rapt.  1st 

C-3 

39 

36 

Vi 

33 

1 

3-74:77" 

6601  RoKar-Turner  Court1; 

1  C-4 

51) 

"  "35  1 

'  60< 

35 

"  12 

3-31-77  ' 

500?  5.  Ccniral-Now  Hope  llaptlst 

'  C-3 

77 

15 

59* 

.  ..     ^   ..  .. 

5 

~ 7TT-  ! 

Hon  II II.  r  TOTAL 

171 

107 

63* 

107 

20 

4-7-77 ' " 

?500  Romloe  -  YMCA 

16 

13 

ftW 

13 

1 

4-13-77 

1705  Corioth-Ervay  Baptist  Church 

C-l 

37 

1R 

49J 

1ft 

4 

1-19-77 

500?  5.  Central-New  Hopo  llaptlst 

C-3 

6 

3 

50* 

3 

fl 

4-7(1- 7y 

6601  Roxar-Turnrr  Court'; 

C-4 

"A 

6*1* 

"  23 

7 

3  i 

MONTHLY  TOTAL 

100 

59 

59* 

57 

12 

2  1  i 

4^1 1 1  M'-aHow-llope  Cmtitnunity  Center 

C-5 

10 

9 

90* 

9 

I 

5-11-77 

571?  I'l  lqrlm  -  Rhodes  Terrace 

C-0 

11 

'  5 

Ki 

5 

2 

5-19-77 

1765  Corfnlh-Erv.iy  llaptlst  Church 

C-l 

?o 

1  12 

41* 

1? 

4 

5->ff-77 

1600  Pennsylvanla-St.  Phillips 

C-7 

?3 

70 

07* 

20 

2 



MONTHLY  TOTAL 

7? 

46 

64* 

46 

9 

■     "     1  "  

R-o-7; 

5002  S.  Central-New  Hopo  Baptist 

C-3 

9 

bi 

3* 

0 

S-K-77 

6601  Rexar  -  Turner  Courts 

C-4 

22 

71* 

" 21  ' 

i 

Hi 

6-77-77 

4411  Meadow-Hope  Community  Center 

"  C-5 

4 

50* 

3* 

0 

6-.10-7J 

571?  Pllqrim-Rhodes  Terrace 

e-6 

60 

33 

55* 

 31 

12 

 y^~~ 

MONTH!  v  TflTAi 

m 

57 

55* 

50 

!5 

/-or,-  // 

l/ii'i  Lor lnl.h-1  rvny  llaottst  1  lur"** 

C-l 

6 

5 

03* 

5 

0 

7-13-77  ' 

7411  Warren-Warren  Ave-.  Church 

C-2 

74 

.'1 

'  an* 

21 

4 

7-70-77  ' 

5002  S.  Central -Now  llopn  ilapHst 

C-3  ' 

15 

13 

0* 

13 

1 

7-77-77  ' 

6601  Uoxar-Turner  Courts 

C-4 

3S  ■ 

14 

39* 

17* 

'  i 

MONTHLY  TOTAL 

(11 

53 

65* 

56 

9 

\&% 

11-3-77 

4411  Moarfow-liopo  tnmniunlty  Center 

C-S     '  1 

15 

0 

53* 

a 

3 

n-ln-77 

6601  lioxar- Turner  Courts 

C-6 

41 

19 

46* 

15 

7 

0-17-77 

1 70S  Corlnth-lrvay  Rapl  1st  Church 

C-l 

10 

10 

100* 

10 

4 

n-24-77 

?411  Warren  Ave, -warren  Avp,  Church 

C-7  ' 

2.3 

9?* 

27* 

8-3U77 

6601  flexar-Turner  Lnnrts 

44 

36 

67* 

36 

9 

MONTHLY  TOTAL 

135 

% 

74* 

96 

30 

5-7-77 

500?  5.  Central-New  Hope  llaptlst 

C-3 

14 

0 

"57*" 

ft 

1 

9-14-77 

4411  Me.irlnw-unno  ffjiiimunlty  Center 

C-5 

?6 

17 

55* 

16 

3 

9-?0-77 

571?  P 1  lnr Im-RnoHf's  Terrace 

C-6 

19 

39 

K 

39 

1 

 TTT 

TFU:W  '  ' 

1605  Cnr loth-Carver  llotqhts  Center 

C-l 

n 

11 

4R* 

11 

5 

MONTHLY  TOTAI. 

117 

75 

(17* 

74 

'  16 

11-5-77 

?4  11  Warren-Warren  Aye.  Church 

f-7 

7(1 

14 

50* 

lii* 

0 

r  - 

6601  Roxar-Tiirnor  Cmirts 

C-4 

:> 

3 

50* 

3 

Cj 

Tf7-M-77 

4411  Meadow-Hope  Cnniiminlty  Center 

C-5 

b 

8 

39* 

0 

 ■!  

10-77-77 

500?  5.  Central-New  Hope  Raptlst 

C-3 

I 

7 

100* 

2 

0 

HflNTIILV  TOTAL 

■  '45" 

77  ' 

"  'SO*  ■ 

29 

7 

— s- 

11-3-77 

5712  Pllnrim-Rhodos  Terrace 

C-6 

24 

•>■> 

V< 

22 

a 

11-4-77  1 

1706  Corinth-Carver  Heights  Center 

C-l 

73 

16 

Mi 

16  1 

5 

11-16-77 

?'lVi  Darren-Warren  Ave.  Cliurrh 

C-7 

41 

•tl 

66* 

27 

4 

11-77:77  " 

600?  5.  Central-hew  Hope  llaptlst 

C-3 

?3 

7 

30* 

7 

0 

11-30-77 

6601  llexar-Turner  Courts 

C-4 

30 

27 

71* 

27 

5 

MONTHLY  TOTAL 

149 

99 

66* 

19 

IS 

17-7-77 

4411  Meadow-llnne  ('011111110 1  ty  Center 

c-r.  " 

?? 

?? 

ran* 

1  77  ■    '  1 

V 

~57T7TrTi|rTm-Tl1io(Tes  Terr are 

c-e 

■M  " 

4? 

46» 

_....!<" 

'  V 

HUN  llll.  1  TOTAL 

Ml 

68 

1-1-78 

1701  Cnrlnlh-Cnrver  Itelnht"  Ontnr 

0-1 

27 

76 

'16 

26 

'1-12-78 

2'tll  Wnrrnn-Warren  Ave,  Onfer 

C-2 

2  ! 

18 

78 

15 

2 

5. 

1-18-78 

SIIU2  H ,  l>ntr«l-New  llupi"  lUptlut 

C-3 

21) 

18 

90 

18 

7 

MllNllll.Y  TOI'AI. 

70 

62 

89 

59 

14 

24 

2- I- 7ft 

6601  llcxnr-Turnrr  Courtji 

t'-4 

23 

16 

70 

15 

1 

2-2-78 

i'.ll  Menilox-Mopc  l'om.™l  ty  i;.'ntnr 

C-') 

17 

!/■ 

82 

13 

7 

2-16-78 

170',  Curinth-Cnrvrr  ll<-lglit»  Onirr 

C-l 

8 

5 

63 

5 

4 

8!i 

7-22-78 

7'iU  Wnrri'n-Wflrrrn  Avo.  ontrr 

C-2 

1  i 

16 

70 

I'l 

7 

7-2  1-78 

1712  I'l  Iiirlni-Hliiiilra  TiTrncn 
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EXHIBITS 
EXTRA-NEIGHBORHOOD  CLINIC 


f 


EXHIBIT  2 

Outline  of  Social-Cultural  Training  Content 

I.  Transactional  Analysis,  a  Tool  for  Human  Communication 

A.  Introduction  to  group  process 
Introduction  of  group  members  and  group  talk 
The  three  ego  states    -  Parent 

Adult 
Child 

B.  Analyzing  Transactions--Compl imentary 

Crossed 
Ulterior 

Some  common  games        --Kick  Me 

Yes,  but 

See  what  you  made  me  do 

Group  talk 

C.  A  look  at  life  scripts—Cultural 

Sub-cultural 
Fami ly 
Individual 

The  Karpman  Triangle 
Group  talk 

D.  The  concept  of  Stroking-Posi tive 

Negative 
Discount 
Structured  Time 

II.  People  making—a  closer  look  at  the  Family 

A.  Self  worth,  the  gift  of  family 
Group  talk 

B.  Some  communication  styles— Placating 

Beaming 

Computing 

Distracting 

Communication  games  and  group  talk 

C.  Family  rules— Discovering  them 

Analyzing  them 
Altering  them 

Family  systems— Open 

Closed 

D.  Special  families— One  Parent 

Blended 
Communal 

Group  talk 

(continued) 
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Group  talk  (Cont.) 

III.       Declare  Yourself — A  New  Idea  in  Behavior 

A.  Looking  at  words  and  how  they  work 
The  idea  of  behavior  modification 
Group  talk 

B.  "Get  My  Way"  behavior 

Four  "Myths"  about  feelings 
Group  talk 

C.  A  new  language — Defer 

Demand 
Defect 
Declare 
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EXHIBIT  3 


GENERAL  PREVENTIVE  HEALTH  EDUCATION 


LEARNING  OBJECTIVES 

1.  Parent  will  acknowledge  the  need  for  health  maintenance  exams, 
and  bring  child  in  for  regular  check-ups. 

2.  Parent  will  obtain  all  necessary  immunizations  for  child. 

3.  Parent  will  bring  child  to  physician  between  regular  check-ups 
for  acute  problems  that  occur. 

4.  Parent  will  be  aware  of  health  care  facilities  available,  and 
how  and  when  to  use  them. 


PRESENTATION 

Discuss  with  the  parent  the  importance  of  frequent  health  maintenance 
check-ups,  and  of  keeping  immunizations  up  to  date.    Stress  to  the  parent 
that  insuring  the  child  is  in  good  health  will  enable  him  or  her  to 
reach  full  potential.    The  child  may  be  told  that  if  he  or  she  takes 
care  of  their  body  they  can  be  a  better  ball  player,  etc.  Verbally 
reinforce  the  parent  and  child  for  keeping  their  appointment,  and 
assure  the  parent  of  the  importance  of  periodic  assessments.  Discuss 
home  management  of  health  problems,  when  to  see  a  physician,  what  health 
care  facilities  are  available  to  the  recipient,  the  cost  of  services, 
how  to  get  introduced  into  a  health  care  system,  and  what  the  recipient 
can  expect  to  happen. 
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EXHIBIT  4 

GROWTH  AND  DEVELOPMENT,  AND  BEHAVIOR  INFORMATION  FOR  HEALTH  TEACHERS 


LEARNING  OBJECTIVES 

1.  Parent  will  have  a  basic  understanding  of  normal  growth  and  development 
patterns . 

2.  Parent  will  be  aware  of  appropriate  behavior  for  child  according  to  age 
and  development,  and  the  most  effective  way  to  discipline  when  needed. 

3.  Parent  will  be  aware  of  parent  education  programs  in  the  community. 


INTRODUCTION 

The  following  information  is  to  give  a  broad  understanding  of  growth  and 
development,  so  that  recipients  may  be  helped.    This  information  is 
intended  to  be  used  as  a  guideline. 

With  children  under  6,  a  good  time  to  talk  with  parents  concerning  growth, 
development,  and  behavior  is  after  the  DDST.    Parents  may  have  questions 
regarding  such  development  problems  as  discipline,  and  toilet  training,  as 
well  as  how  their  child  did  on  the  DDST.     With  children  over  6,  this  informa- 
tion could  be  gone  over  with  the  parent  while  waiting  for  screening,  during 
await  for  a  certain  part  of  screening,  or  simply  by  taking  the  parent  aside 
to  discuss  growth,  etc. 

The  educator  may  also  want  to  discuss  appropriate  behavior  for  a  child, 
according  to  his  age,  with  the  parent.    It  is  important  to  know  the 
parent's  concept  of  acceptable  behavior  and  discipline,  and  what  expectations 
are  present. 

Present  methods  of  discipline  being  used,  and  their  effectiveness,  should 
be  discussed.    The  pamphlet  on  behavior  should  be  reviewed  with  the  parent, 
and  questions  answered. 


GROWTH  AND  DEVELOPMENT  OUTLINE 

Fertilization  of  the  ovum  starts  growth  and  development.    The  two  are 
interwoven  intimately  and  cannot  be  separated.    But,  growth  usually  is 
considered  an  increase  in  size,  whereas  development  is  considered  an 
acquisition  of  skills  and  function. 

The  life  of  the  child  may  be  divided  into  the  following  growth  and 
development  periods: 

o  Prenatal 

o    Neonatal  (first  4  weeks)  or  newborn 
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o    Infancy  (4  weeks  to  1  year) 

o    Preschool  or  early  childhood  (1  year  to  6  years) 

o    Prepuberal  or  late  childhood  (5  years  to  10  years) 

o    Adolescence  (10  years  to  18  years  in  girls;  12  years  to  20  years 
in  boys)  or  puberty 

Although  considerable  variation  exists  in  these  groups,  and  although  the 
characteristics  of  one  stage  blend  into  the  next,  the  general  pattern  of 
each  is  sufficiently  distinctive  to  require  separate  evaluation.    It  is 
essential  to  know  //hat  is  normal  within  each  period,  and  therefore  what 
can  be  expected  as  the  sum-of-growth  processes  at  any  particular  period. 


Factors  Influencing  Growth  and  Development 

The  normal  child  has  his  own  schedule  of  growth  and  development  that  falls 
within  the  predictable  pattern  for  all  normal  children.    The  individual 
pattern  is  determined  by  an  interplay  of  hereditary  and  environmental 
factors . 

Heredity 

As  background  information  for  teachers,  some  examples  of  the  effect  heredity 
has  on  physical  characteristics  are — 

1.  Race:    Orientals  tend  to  be  shorter  than  most  Caucasians. 

2.  Nationality:    Scandinavians  tend  to  be  taller  than  Italians. 

3.  Family:    Some  families  tend  to  be  short,  some  tall. 

4.  Age:    The  greatest  rates  of  growth  are  during  fetal  life,  the 
first  year,  and  during  adolescence. 

5.  Sex:    Females  mature  earlier,  starting  adolescence  at  about  10 
years  of  age,  while  males  start  about  12  years. 

6.  Chromosomal  abnormalities:    Down's  syndrome  is  associated  with 
short  stature. 

7.  Inborn  errors  of  metabolism:    Metabolic  errors,  e.g.  phenylketonurea, 
and  galactosemia  affect  growth  adversely. 


Environment 

Many  influences  on  growth  and  development  occur  in  environment.  Some  examples 
health  teachers  can  be  aware  of  are — 

1.    External  factors: 
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o    Socioeconomic  factors — Poverty  is  associated  with  poor  nutrition 
and  surroundings. 

o    Physical  surroundings--Lack  of  sunshine  and  poor  nutrition  and 
surroundi  ngs . 

o    Physical  surroundings--Lack  of  sunshine  and  poor  hygiene  may 
affect  rate  of  growth. 

o  Season--The  greatest  increase  in  height  often  occurs  during  the 
spring,  and  the  least  in  the  fall,  whereas  weight  gain  seems  to 
be  greater  in  the  fall,  and  less  in  the  spring. 

o  Psychologic  f actors--Interrelationships  with  parents,  teachers, 
and  others  may  affect  growth  and  development. 

2.  Exercise  and  stimulation:    Activity  promotes  growth. 

3.  Nutrition:    Dietary  intake,  both  quantitative  and  qualitative, 
influences  growth  and  development  pre-  and  postnatally. 

4.  Disease:  Chronic  illnesses  and  congenital  malformations,  e.g., 
chronic  nephritis,  celiac  disease,  or  congenital  heart  disease, 
may  cause  retardation  of  physical  growth. 

5.  Endocrine  factors:    Hormonal  imbalance  such  as  occurs  in  hypothy- 
rrdism  and  hypopituitarism  cause  retardation  of  growth. 


Norms  in  Growth 

From  birth  to  adolescence,  growth  proceeds  in  biologically  predetermined 
cycles  that  fall  into  four  distinct  periods: 

1.  a  rapid  period  from  birth  to  2  years  of  age, 

2.  a  slow  period  from  2  years  of  age  to  pubescence, 

3.  a  rapid  period  from  pubescence  to  15  or  15  years  of  age,  and 

4.  a  sharp  deceleration  from  15  to  16  years  to  maturity. 

The  physical  and  behavioral  characteristics  of  each  age,  and  the  changes 
that  occur  with  increasing  age,  are  conspicuously  similar  from  child  to 
child.    It  is  usual  for  children  to  have  physical  skills  and  measurements, 
physiologic  characteristics,  and  behavioral  qualities  that  closely  approxi- 
mate those  of  age  mates  but  differ  from  children  of  other  ages.  Comparing 
a  child  to  the  norms  for  his  age  is  a  useful  and  simple  preliminary 
screening  technique.    But,  it  must  be  remembered,  norms  or  averages  must 
not  be  accepted  as  absolute  standards.    Variations  from  the  norms  can  be 
normal.    The  hereditary  and  environmental  factors  that  we  mentioned 
previously  must  be  considered  also. 
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BEHAVIOR 


There  are  several  child  behaviors  that  cause  varying  amounts  of  concern 
and  stress.    These  problems  must  be  handled  on  an  individual  basis. 
Authorities  even  differ  on  methods  of  solution.    It  cannot  be  stressed 
too  many  times  that  the  development,  and  ability  of  each  child  must  be 
considered  in  any  evaluation,  or  plan  of  action. 

A  year-old  infant  likes  to  touch  things  and  handle  them;  he  finds  as  he 
grows  older  that  touching  some  parts  of  his  body  gives  him  pleasant  sen- 
sations.   The  preschool  child  sometimes  finds  that  handling  his  genitals 
relieves  tensions  arising  from  conflict  with  his  parents.    There  is 
nothing  abnormal  or  shameful  about  this;  but,  if  the  child  is  shamed, 
or  threatened,  or  punished  for  handling  the  genitals,  there  may  be  injurious 
effect  on  his  sexual  expression  later  in  life.    The  happy,  busy  child  is 
not  likely  to  seek  comfort  in  auto-stimulation.    If  he  is  encouraged  to 
become  independent  he  learns  to  control  his  impulses,  and  does  not  feel  the 
need  for  sexual  stimulation. 

Toilet  training  is  also  an  individual  matter.    Certainly  it  can  be  seen 
that  nervous  system  development,  as  well  as  muscular  response  and  control, 
are  vital  clues.    Readiness  to  learn,  as  well  as  regularity,  are  necessary 
before  toilet  training  can  be  accomplished.    This  period  usually  occurs 
around  two  years  of  age. 

Bowel-training  is  accomplished  with  less  effort  than  bladder-training, 
but  this  may  not  be  trcie  for  some  children  (usually  boys).    Some  perfectly 
normal  children  still  do  not  have  total  conscious  control  by  5  years  of 
age.    Under  severe  emotional  strain  or  fatigue,  children  will  loose  control 
of  their  bladders  for  many  years  after  they  begin  school.    But  toilet-training 
barring  occasional  accidents,  is  usually  well  under  way  by  3  years  of  age. 

Bed-wetting  (enuresis)  is  another  problem,  more  common  in  boys.    Most  children 
who  are  unable  to  master  this  developmental  task  are  unable  to  do  so  because 
of  physiologic  immaturity.    For  example,  Danny,  at  age  4,  exhibits  excellent 
bowel  control  as  well  as  pretty  good  daytime  bladder  control.    However,  it  can 
be  observed  that  he  urinates  at  frequent  intervals  and  occasionally  is  not  dry 
after  a  nap.    He  is  often  wet  an  hour  after  he  is  asleep  at  night.  Danny 
evidently  has  a  very  limited  bladder  capacity,  and  his  parents  will  have  to 
accept  the  fact  that  while  Danny's  wetting  persists  (and  physical  and 
psychological  problems  have  been  eliminated),  there  are  other  measures  that 
can  be  tried.    Some  children  have  an  irritable  bladder,  a  condition  in  which 
a  small  amount  of  urine  in  the  bladder  produces  the  desire  to  urinate.  In 
this  case,  the  physician  may  order  a  drug  such  as  one  of  the  atropine  deri- 
vatives- to  decrease  the  irritability.    The  child  also  can  be  encouraged  to 
withhold  the  urine  voluntarily  during  the  daytime.    This  gradually  distends 
the  bladder,  increasing  its  size  and  promotes  retention.    At  the  same  time, 
a  drug  such  as  dexedrine  may  be  ordered  to  produce  lighter  sleep. 

Another  measure  which  has  proved  to  be  successful,  particularly  with  an  older 
child,  is  to  arrange  for  him  or  her  to  sleep  overnight  at  the  home  of  a  friend. 
The  fear  of  embarrassment  overcomes  the  involuntary  bed-wetting,  and  the 
satisfaction  from  the  experience  is  often  the  stimulus  needed  to  begin  the 
cure  of  the  problem. 
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EXHIBIT  5 
INFANT  AND  CHILD  STIMULATION 


LEARNING  OBJECTIVE 

Parents  will  be  aware  of  ways  to  stimulate  their  infant  or  child,  that 
will  enhance  his  development. 


PRESENTATION 

Infant  and  child  stimulation  guidelines  help  parents  understand  the 
importance  of  adequate  stimulation  for  their  xhi  Idren.    The  guidelines 
are  to  be  given  to  the  recipient.    For  ages  under  6  years,  a  good  time 
to  present  this  material  is  after  the  DDST.    Encourage  the  parent  to 
work  with  the  child  in  areas  he  is  slow,  and  to  keep  the  DDST  form  for 
future  reference  as  the  child  gets  older.    For  children  over  6  years  of 
age,  this  child  stimulation  topic  may  be  discussed  after  the  height 
and  weight  are  graphed. 


INFANT  AND  CHILD  STIMULATION  GUIDELINES  » 
Birth  to  6  Months 

Language  and  personal -soci al  development.    To  develop  these  items  you  can 

1.  Talk  and  sing  to  the  baby  even  though  he  cannot  understand  what 
you  say. 

2.  Repeat  the  noises  he  makes. 

3.  While  he  is  awake,  place  him  where  he  can  see  and  hear  what  is 
going  on. 

Visual,  auditory,  and  tactile  stimulation.    To  foster  these  areas,  try 
these  ideas: 

1.  Hang  pictures  on  the  wall  or  crib  where  the  baby  can  see  them. 
Cut  pictures  from  magazines,  or  use  pictures  that  older  children 
bring  home  from  school. 

2.  Hang  dangling  toys  above  the  baby  -- 

o    Attach  ribbon,  bright  cloth,  colored  paper,  ball,  shiny 
spoon,  painted  spools,  measuring  spoons,  rubber  jar  rings, 
etc.,  to  a  string  or  coat  hanger  and  hang  it  across  the 
crib  out  of  reach. 

d    Make  a  mobile.    Cut  a  circle  from  cardboard  or  a  plastic 
bleach  bottle.    Using  thread,  tie  on  colorful  cutouts 
from  boxes  (e.g.,  circles,  birds,  butterflies).    Hang  the 
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3.  Make  rattles  (noisemakers) :    Fill  small  cardboard  boxes, 
plastic  salt  shakers,  soft  drink  cans,  etc.,  with  large 
stones,  bottle  caps,  poker  chips,  large  buttons,  spools, 
etc.,  and  tape  the  end  shut.    (Use  large  objects  that  he 
cannot  swallow  just  in  case  the  rattle  comes  apart). 

4.  Make  soft,  cuddly  toys:  Sew  two  pieces  of  cloth  (old  towel, 
cut  in  pattern)  together  and  stuff  with  rags,  nylons,  cotton 
batting,  facial  tissues,  or  toilet  paper,  or  stuff  an  old 
sock  or  glove. 

5.  Put  the  child  on  a  blanket  on  the  floor:    Let  baby  see 
more  of  the  world  around  him  and  have  an  opportunity  to 
exercise  his  muscles. 

Six    to  12  Months 

Language  and  personal -soci al  development.    At  this  age  the  following 
practices  are  suggested:  ~~ 

1.  Talk  to  him;  tell  him  what  you  are  doing  to  or  with  him  even 
though  he  does  not  understand. 

2.  Point  to  objects  and  people,  and  name  them  over  and  over. 

3.  Play  games  with  him  (e.g.,  patty  cake,  peek-a-boo,  where 
is  Johnny's  nose?,  etc.) 

4.  While  he  is  awake,  have  him  in  the  room  with  you.    Let  him 
crawl  on  the  floor  and  explore,  or  put  him  in  a  walker. 

5.  Let  him  see  himself  in  the  mirror.    Talk  to  him  while  he  is 
looking  in  the  mirror:    "Look  at  baby's  nose";  "Here  is 
Johnny' s  mouth. " 

Visual,  auditory,  and  tactile  stimulation.    Things  to  do  to  interest 
the  child  are: 

1.  Provide  soft,  cuddly  toys. 

2.  Make  noisemakers  »- 

o    Make  a  drum  out  of  an  empty  oatmeal  box,  and  give  the  child 
a  stick  with  which  to  bang  on  it. 

o    Fill  containers  of  different  shapes  with  previously  mentioned 
articles  (see  "Birth  to  6  Months,"  presented  in  the 
previous  segment). 

3.  Give  him  objects  to  handle  and  explore  (objects  that  are  un- 
breakable and  too  large  to  be  swallowed).    When  the  child  is 
in  his  walker,  tie  these  objects  to  the  walker  so  that  he  can 
handle  and  play  with  them-- 
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o    Let  him  play  with  a  rolling  pin,  large  spoons,  boxes 
(cereal,  shoe,  berry,  match),  bowls,  pots,  pans,  cans, 
baking  tins  (cake,  pie,  muffin),  plastic  cups,  screw- 
top  plastic  bottles,  coffee  pot,  bandage  cans,  etc. 

o    Present  a  variety  of  textures  (hard,  soft,  fuzzy,  smooth, 
etc.)  such  as  sponges,  different  types  of  material  (velvet, 
imitation  fur,  cotton,  wool),  and  by  making  a  ball  out  of 
different  textured  materials,  and  then  stuffing  it  with 
cotton,  reags,  nylons,  etc. 

4.  Provide  f i 1 1- ' n ' -dump  toys:    Use  a  container  with  a  large 
opening  (e.g.,  milk  carton,  coffee  can,  oatmeal  box),  and 
small  objects  to  place  in  the  container  and  dump  out  (e.g.  , 
spools,  measuring  spoons,  clothes  pins,  corks,  poker  chips). 

5.  Put  baby's  favorite  toy  in  a  paper  bag  and  have  him  find  it. 


Information  presented  in  this  segment,  infant  and  child  stimulation,  has 
been  taken  from  Patient  Care  Guidelines  for  Family  Nurse  Practitioners  by 
Hole,  Greenberg,  and  Pickard,  Jr.,  M.D.'s.l976  Little,  Brown,  and 
Company,  Boston 
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One  to  3  Years 

Language  development.    To  encourage  development: 

1.  Talk  to  the  child — listen  with  interest  to  what  he  has  to  say. 
Use  complete  thoughts—not  "Pick  it  up,"  but  "Pick  up  the  ball 
from  under  the  table." 

2.  Read  to  him  or  tell  him  stories. 

3.  Have  him  tell  you  stories  about  pictures  in  books  or  magazines. 
Make  a  picture  book.    Cut  out  large  pieces  of  paper  bag  for  the 
cover  and  pages.    Fold  them  in  half -and  tie  them  together  with 
string  or  yarn.    Paste  pictures  in  the  book  from  magazines, 
cereal  boxes,  newspapers, 

4.  Name  parts  of  his  body  and  pictures  of  people.    Have  him  name 
objects. 

5.  Let  him  look  in  a  mirror,  and  point  out  his  facial  features  and 
body  parts. 

6.  Play  singing  games  (e.g.,  "Ring  around  the  Rosy;"  "Row,  Row,  Row 
Your  Boat;"  "Three  Blind  Mice"). 

7.  Play  telephone  with  him. 

8.  Play  with  puppets;  have  a  conversation  using  puppets  -- 

o    Make  paper  puppets.    Fill  the  end  of  a  small  bag  with  cotton 
or  crumpled  newspaper,  insert  a  stick  or  pencil,  tie  a  string 
around  the  stuffed  area  and  stick-paint,  draw,  or  color  a  face 
on  the  bag. 

o    Make  potato  puppets.    Insert  a  stick  in  a  small  potato.  Facial 
features  can  be  created  by  painting  the  surface  of  the  potato, 
or  using  bits  of  paper  held  in  place  with  pins. 

o  Make  potato  finger  puppets.  Make  by  cutting  a  small  hole  in 
the  bottom  of  the  potato,  and  slipping  the  potato  over  one's 
finger. 

o    Make  old-glove  puppets.    Cut  off  the  fingers  and  thumb  and  • 
stuff  them  with  cotton,  nylon,  old  rags,  etc.    The  thumb  be- 
comes the  head  and  body  of  the  puppet;  two  fingers  become  the 
arms  when  sewn  to  the  thumb  section.    Bind  the  head  and  waist 
sections  off  with  string  or  yarn.    Decorate  with  pieces  of 
material,  yarn,  and  ribbon. 

Personal-social  development.    Try  the  following  play  activities: 

1.  Let  the  child  play  with  dolls  and  stuffed  animals. 

2.  Take  him  to  the  store,  to  a  neighbor's  house,  riding  in  car,  on 
the  bus,  to  the  park  and  zoo.    Point  to  and  name  people,  objects, 
and  animals. 
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3.  Play  games  such  as  hide  and  seek  with  him. 

4.  Allow,  the  child  to  experiment  with  dressing  up,  and  with  adult 
role  playing. 

o    Give  the  child  his  mother's  or  father's  old  hats,  dresses, 
suits,  shoes,  purses,  and  wallets. 

o    Make  hats  and  masks  out  of  paper  bags  or  paper  plates.  Make 
dresses  or  play  costumes  out  of  blankets,  or  old  material. 

o    Let  the  child  use  cooking  utensils,  house-cleaning  equipment, 
and  safe  tools. 

o    Make  a  house  by  putting  a  blanket  over  a  high  table. 

Gross  motor  development.    To  help  the  child's  movement  ability  use  these 
methods: 

1.  Make  push-pull  toys 

o    Attach  a  string  to  a  large  box,  and  fill  it  with  light-weight 
objects . 

o    Make  a  train  by  tying  boxes  (shoe  boxes,  milk  cartons,  salt 
boxes,  etc.)  together  with  heavy  string  and  attaching  a  pull 
string. 

2.  Make  a  cardboard  tunnel  to  crawl  through.    Cut  ends  off  large 
cardboard  boxes  and  attach  several  boxes  together  to  make  a 
tunnel . 

3.  Climbing  stairs  can  be  encouraged. 

4.  Make  a  walking  board:    Rest  a  board  1  foot  wide  by  3  feet  long  on 
bricks.    Encourage  the  child  to  walk  forward,  backward,  sideways, 
and  jump  down.    As  the  child's  coordination  increases,  decrease 
the  width  of  the  board. 

5.  Practice  throwing  and  catching  a  ball  or  bean  bag:    Make  a  large 
ball  out  of  two  pieces  of  cloth  sewn  together  and  stuffed  with 
rags,  cotton,  nylons,  etc. 

6.  Encourage  sand  - play(using  unbreakable  things)  -- 

o    Use  an  inner  tube  as  the  outside  frame  for  sandbox  and  fill  the 
inside  area  with  sand  in  the  yard. 

o    Give  the  child  spoons,  cans,  bowls,  boxes,  cups,  sieves,  and 
funnel  to  fill  and  dump  sand. 

o    Cut  a  bleach  bottle  in  half.    Use  bottom  for  a  pail  (make  a 
handle  out  of  heavy  string);  use  the  top  for  a  funnel. 
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7.  Encourage  water  play.  Outdoors  in  a  large  tub,  or  inside  in  the 
sink  or  bathtub,  give  the  child  unbreakable  containers,  sponges, 
cork,  or  bar  of  soap  to  play  with. 

8.  Riding  a  tricycle  may  be  encouraged. 


Fine  motor  development.    These  ideas  are  useful: 

1.  Use  f i 1 lw' n 1 -dump  toys:    As  the  child's  coordination  increases, 
decrease  the  size  of  the  container  and  the  opening  (e.g.,  plastic 
milk  bottle,  small  jars  and  cans)  and  give  him  smaller  objects  to 
put  into  the  container  (e.g.,  buttons,  bottle  caps,  peas,  beans, 
macaroni ) . 

2.  Encourage  sorting  activity:    Give  the  child  three  containers  and 
bottle  caps,  buttons,  and  beans  and  have  him  put  all  the  caps  in 
one  container,  buttons  in  another,  and  beans  in  the  other.  Later, 
use  the  sections  of  an  egg  carton. 

3.  Use  stacking  toys:    Suild  a  pyramid  with  different-sized  boxes  or 
cans,  the  largest  at  the  bottom  and  the  smalles  on  top. 

4.  Use  nesting  toys:    Use  graduated-sized  boxes,  bowls,  pots,  pans, 
cups,  etc.,  that  fit  inside  one  another.    Start  by  using  three 
si  zes . 

5.  Use  clothespins,  coffee  can,  or  loaf  pan:    Have  the  child  put  the 
clothespins  on  the  edge  of  the  can.    This  can  also  be  used  as  a 
sorting  activity;  paint  the  pins  different  colors,  and  have  child 
sort  them  by  color. 

6.  Make  blocks:    Make  different-sized  blocks  from  boxes  and  wood 
scraps.    Cut  off  the  tops  of  two  thoroughly  washed  milk  or  cream 
cartons  and  push  them  together.    Show  the  child  how  to  build.  Have 
him  copy  what  you  build. 

7.  Encourage  stringing  objects:    Use  old  shoe  laces  or  heavy  string 
and  spools  of  different  sizes.    As  his  coordination  improves,  give 
him  macaroni  and  small  beads. 

8.  Make  puzzles:    Make  your  own  by  pasting  pictures  from  magazines 
onto  cardboard  and  cutting  it  into  pieces.    Start  with  simple 
pictures  of  one  object  and  cut  into  three  to  five  large  pieces 
with  an  older  child,  use  a  more  complex  picture  and  five  to  10 
small  pieces. 

9.  Use  large  pencil  or  crayon:    Have  the  child  copy  a  line  or  simple 
shape  you  make.    Allow  him  to  draw  whatever  he  wishes.    Use  this 
time  to  start  teaching  colors.    Use  paper  bags  or  cut-up  cardboard 
to  draw  on. 
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Three  to  5  Years 

Language  development.    To  develop  language  areas  follow  these  practices: 

1.  Talk  to  the  child,  using  complete  thoughts  and  ideas.    Listen  to 
him.    Encourage  him  to  tell  you  what  he  did  during  the  day  by 
asking  questions. 

2.  Read  to  him  or  tell  him  stories. 

3.  Play  singing  games  (e.g.,  "Here  We  Go  Round  the  Mulberry  Bush," 
"This  Is  the  Way  We  Wash  Our  Clothes")  with  the  child. 

4.  Encourage  him  to  make  up  stories  about  pictures  in  books  and 
magazines  (Once  upon  a  time...). 

5.  Play  with  puppets. 

Personal-social  development.    To  foster  these  areas,  try  these  ideas: 

1.  Show  him  how  to  dress  himself. 

2.  Give  him  small  tasks  to  do  around  the  house  (e.g.,  set  table,  help 
clear  table,  sweep  floor,  pick  up  toys). 

3.  Allow  him  to  experiment  with  dressing  up  and  adult  role  playing. 

o    Let  him  use  old  clothes,  cooking  utensils,  house-cleaning 
equipment,  and  safe  tools. 

o    Put  chairs  together  to  play  train  or  bus. 

o    Make  a  play-house  under  a  table. 

o    Use  paper  plates  decorated  with  colored  paper,  ribbon,  or  paint 
to  make  hats. 

o    Use  paper  bags  to  make  hats  and  masks. 

4.  Grow  plants  in  cans. 

5.  Encourage  him  to  play  outdoor  games  with  peers  (e.g., "Red  Rover," 
"Hide  and  Seek:" ) 

Gross  motor  development.    Things  to  do  to  interest  the  child  include: 

1.  Make  a  cardboard  tunnel. 

2.  Use  a  walking  board:    Use  a  board  about  4  inches  wide. 

3.  Try  sand  play:    Encourage  child  to  build  creatively,  make  cities, 
etc. 
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4.  Try  water  play:    Let  child  enjoy  washing  dishes  or  clothes. 

5.  Encourage  throwing,  catching,  and  batting  a  ball:    Use  a  small 
rubber  or  semihard  ball. 

6.  Encourage  throwing,  a  bean  bag  at  a  target:    Fill  an  old  sock  with, 
beans,  and  sew  the  end  shut  (reinforce  by  sewing  it  several  times). 
Make  a  target  out  of  a  cardboard  box  folded  like  an  inverted  V 
(tent-shaped);  attach  a  heavy  string  to  each  side  to  stabilize  it. 
Cut  a  hole  in  one  side  of  the  target  and  paint  or  color  a  clown's 
face  around  the  hole. 

7.  Try  rope  ladder:    Make  a  ladder  out  of  rope,  and  attach  it  to  a  low 
branch  of  a  tree  for  the  child  to  climb. 

8.  Encourage  playing  jump  rope  and  hopscotch  (start  between  5  and  6 
years  of  age.) 

9.  Encourage  riding  a  tricycle  and  bicycle. 


Fine  motor  development.    To  encourage  development: 

1.  Use  f i 1 1- 1 n 1 -dump  toys. 

2.  Use  stacking  toys:    Increase  the  number,  and  use  smaller  objects  to 
be  stacked  (e.g.,  thread  spools). 

3.  Use  nesting  toys:    Increase  the  number  and  sizes  of  objects  to  be 
nested . 

4.  Encourage  sorting  activity:    Give  the  child  many  objects  and  ask 
him  to  sort  them  according  to  color,  shape,  or  function.  For 
example,  give  the  child  an>egg  carton  or  small  cans  and  colored 
buttons,  and  have  him  sort  according  to  color. 

5.  Use  blocks:    Give  him  blocks  of  different  sizes  and  encourage  him 
to  build  more  complicated  structures,  e.g.,  houses,  farms,  forts. 

6.  Encourage  stringing  objects:    String  macaroni  or  straws  cut  into 
small  pieces.    Make  necklaces  and  bracelets,  and  paint  them  bright 
colors . 

7.  Use  puzzles:    Make  more  complicated  puzzles,  using  detailed  pictures 
cut  into  8  to  20  pieces. 

8.  Use  pencils  and  crayons:    Use  paper  bags  or  cut-up  cardboard  boxes 
to  draw  on.    Draw  a  simple  picture  and  have  him  color  it.  Draw 
simple  forms  (circles,  squares,  cross,  etc.),  and  have  the  child 
copy  them.    Encourage  the  child  to  draw  his  own  pictures. 

9.  Encourage  finger  painting  -- 

o    Use  the  want-ad  section  of  the  newspaper  (because  it  has  small, 
all-over  print),  or  shelf  paper  for  painting  paper. 
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o    Old  shirts  or  blouses  make  good  smocks. 

o    Recipe  for  paint: 

1^  cups  laundry  starch 

1  quart  boiling  water 

1%  cups  soap  flakes 

Few  drops  food  coloring 

h  cup  talcum  powder  (optional) 

Mix  starch  with  enough  cold  water  to  make  a  paste,  adding  boil- 
ing water,  and  stir  until  clear  and  glossy.    Add  talcum.  Cool 
mixture.    Add  soap  flakes,  and  stir  until  evenly  distributed. 
Mixture  should  be  thick.    Add  a  few  drops  of  food  coloring. 
Pour  into  jar  and  cover.    Store  in  a  cool  place. 

10.  Make  clay  or  play  dough 

o    Show  the  child  how  to  make  objects  and  animals. 

o    Recipe  for  play  dough: 

1  part  flour 
1  part  salt 
1  part  water 

Mix  together  to  a  soft  consistency.    Will  keep  3-4  days  if 
wrapped  in  wax  paper  and  stored  in  the  refrigerator. 

11.  Make  collages  -- 

o    Paste  bits  of  styrofoam,  cotton,  cloth,  colorful  yarn,  ribbon, 
paper  calendars,  catalogues,  magazines,  pipe  cleaners,  etc., 
to  a  piece  of  cardboard  to  create  a  picture.    Hang  in  a  place 
for  people  to  admire. 

o    Paste  recipe:    To  a  handful  of  flour  add  water,  a  little  at  a 
time,  until  mixture  is  gooey  (should  be  quite  thick  so  it  will 
not  run  all  over  the  page).    Add  a  pinch  of  salt, 

12.  Make  sewing  card:    Draw  a  design  or  picture  on  a  piece  of  card- 
board.   Punch  holes  along  the  line.    Give  the  child  an  old  shoe- 
lace or  large  needle  and  yarn  to  sew  with,  along  the  outline. 

13.  Teach  use  of  scissors  — 

o    Show  child  how  to  hold  and  use  scissors. 

o    Give  him  a  long  strip  of  paper  3/4-wide  marked  with  thick  lines 
at  1-inch  intervals.    Have  him  cut  off  sections  with  one  snip. 

o    When  he  is  older  give  him  wider  strips  sectioned  off  in  large 
pieces  that  require  several  strokes  of  the  scissors. 
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EXHIBIT  6* 


NUTRITION 


LEARNING  OBJECTIVES 

1.  Parent  will  name  3  nutritious  snack  foods  to  substitute  for  candy. 

2.  Parent  will  name  four  basic  food  groups,  and  one  food  from  each  group. 

3.  Parent  will  be  aware  of  any  food  groups  deficient  in  child's  diet. 


PRESENTATION 

Nutrition  instructions  may  be  done  on  an  individual,  or  a  group  basis.  A 
good  time  to  discuss  this  is  after  height  and  weight  have  been  taken. 
Inquire  as  to  what  the  child  has  eaten  that  day.    Discuss  the  need  for 
basic  food  groups  daily.    Advise  parent  as  to  suitable  nutritious  snacks 
for  a  child.    If  a  nutrition  problem  exists,  i.e.;  obesity,  underweight, 
poor  appetite,  refer  the  recipient  to  the  nurse. 

A  nutritional  assessment  guideline  is  provided  (see  figure  1)  with  the  correct 
number  of  servings  of  each  food  group  needed  by  a  particular  age  group.  This 
is  intended  for  use  as  a  guide  only.    Record  whay  the  recipient  has  eaten 
during  the  previous  24  hours.    In  evaluating,  check  the  correct  block  at  the 
bottom  for  each  serving  for  a  specific  food  group  the  recipient  has  eaten. 
Also,  there  are  a  Know  Your  Food  survey  to  elicite  knowledge  about  food 
values;  and,  a  food  and  weight  record  for  use  by  the  recipient.  Included 
is  a  diet  modification  plan  to  present  useful  ideas  that  reinforce  good 
food  habits.    Counsel  accordingly. 


*    Sections  5  through  14  are  comprised  of  individual  health  education  subjects. 
The  subjects  are:    Nutrition  (and  Obesity ),. General  Preventive  Health  Education, 
Dental,  Infant  and  Child  Stimulation,  Safety,  Sex  Education,  Toilet  Training, 
Drug  Abuse,  and  Specific  Health  Problems.    Section  14,  covering  specific  health 
problems,  comprises  the  following:    Home  Management  of  Your  Child's  Cold, 
Constipation,  Diarrhea,  Diaper  Rash,  Impetigo— Skin  Sore,  Lice,  Ringworm, 
Scabies,  and  Seborrhea-  Cradle  Cap/Dandruff. 


246 


03 
Q 

4J 

1-1 
PQ 


Q 

C 
QJ 
4-1 
03 
U 

4-> 

c 


o 

•u 

4-1 
U 
•t-4 


03 
Q 


X. 

•r-i 
QJ 


3 

o 


X) 
QJ 


CO 

OJ 
QJ 
M 


C 
t-i 

4-1 

CO 


-a 
m 
£ 
a 

(0 

C 

o 

o 

u 

c 

3 
0 


to 

QJ 
r-i 

03 
4-1 

w 

01 

> 

CM 


QJ 
r.o 
CL> 

QJ 

jr. 


4-> 
«  3 

co  pc 

03 
0) 
Oh  3 
C 
-  03 

CO  QJ 

C  P-, 
03 

&J 
cc 
to 


60 
W 


C 


CO 

u 

CJ 

O  /-^ 

y  co 

to  ^ 
v-i  C 

G  CO 

'u 

O 


CO 

B 

TO 
4-1 


QJ 

T3 

O 

O 

C 

O 

CC 

4-1 

to 

•i-4 

0) 

(0 

< 

CJ 

g 

T3 

O 

O 

-  CO- 

u 

QJ 

ao 
c 

14-4 


co 
M 
O 
■H 
> 
«3 

PQ 

co 

00)  T3 


QJ 
QJ 


T3 


C 
H 
U 

a 


a 
3 

u 

6 
o 
u 

o 

CO 
CO  IX, 


to 

»J 

0 

i-t 

co 

> 

• 

0 

ct 

c 

CO 

S 

•C 

O 

<U 

6 

e— i 

CO 

Be 

ON 

,~i 
i 

oc 

1 

o 

c? 

>■ 

1—1 

•H 

i— ( 

T3 

i— < 

<!) 

to 

O 

U* 

CO 

o 

"-3 

cc 

< 

OJ 

•H 

QJ 


1-4 

o 
aj 
< 

CJ 
4-1 
CO 

o 


W; 
3 


CO 

n, 

CO 

CO 

.£) 

-Q 

r- f 

.-4 

o 

CN 

co 

< — i 

i— t 

u 

M 

u 

o 

o 

O 

c 

o 

O 

CO 

co 

CO 

CO 

CO 

(0 

o 

O 

O 

0 

o 

:> 

B 

6 

E 

E 

s 

r(  vO  n  ci  m  vo  o 

QJ 
PC 


r-i  C]  »ji  ?o  t\  00 


CO  CO 


247 


eg 

a 

X 
u 
u 

CQ 


3 

V) 
tO 
UJ 

to 

to 

•< 

►J 
< 
z 

o 


0) 
00 

eg 
a 


o 


at 
to 


■r 


C 
3 

I 
eg 

X 

c 
eg 

c 

a> 

« 


i-l  X 

X  o 

CJ  0 

O  D 
li 
UJ  tH 


T3 

C 

m 

c 
v 

u 

m 

QJ 


•H  X 

x  o 
cj  o 

H-4 

o  a> 


* 

to- 
ot 

c 

> 
U 

0> 

C  CO 


to 
Oj 
3 
O 
M 
O 

X 

O 
O 
U, 


□ 
□ 
□ 
□ 


□  n 

□  n 
□□□ 
□□□ 

to 

08  01 
C  H 

(0  X 

Hug 

CO  CO  4J 
01  «  01 
U    50  00 

0)  oo  o> 

CJ   00  > 

-  til  - 

X  -  4-1 

tg  U  -H 

H  co  D 

V*  01  M 

«  z  u. 


c 
o 
o 
a 

CO 

a  £ 

3  4-1 
CJ  -r-l 

E  3 

O  >*-i 

U  r-l 

v.i  a> 

to 

to 

CO 

C  XI 
i-<  Oi 
U  01 


r-i  w 

eg  i— i 

3  CO 

to  0> 

3  e 

<0  c 

i— i  01 

eg  o> 

ai  3  oi 

6  -j  o 
01  c 

u  x  re 

eg  4J 

^  C  to 

3  01 

00  u  w 

01  10 

l-i  o  <o 


to 
OO] 

c 

•-I 

> 

u 

oj 
to 


to 

a 

3 
O 
M 

CJ 

o 

0 
Cm 


□  □ 

□  n 
□□□ 

□  □□ 

(0 

tfl  Ol 

c 

rg  Xi 

— i  0)  eg 

eg  pq  4J 

a>    -  oi 

Ih  <o  00 
0)  00  QJ 
u  00> 

-  w  - 

T3      -  4-( 

eg  i->  -h 
0>  «  3 

1-.    0)  p 

«3St 


>> 

Ifl 

eg 

i 

3 

c 

(0 

oi 

o 

3 

S 

0 

a 

(0 

c 

to 

I— 1 
<n 

01 
0' 

a. 

X 

3 

01 

3 

4-1 

e 

4J 

CJ 

o 

•H 

Oi 

C 

-3 

X 

fa 

e 

« 

4J 

o 

u-i 

p-4 

C 

m 

M 

r-l 

3 

Oi 

•h 

0) 

Ml 

4-1 

to 

to 

01 

14-4 

H 

CO 

u 

0 

CO 

to 

c 

■a 

in 

(0 

x 

•>-* 

aj 

4J 

o 

k4 

o> 

aj 

eg 

0 

a. 

w 

U. 

tO    tO  X 

i-i  i-i  O 

eg  eg  o 

UJ  UJ  U. 


to 

Q. 


4-1 
CO 

X) 
O 
O 


CJ 

t—4 


to 


C/) 

o 
o 

rU 


CJ 

s 


a 
o 
o 
u, 


-j 

i 

2 


O 


PS 

s 

—3 

O 


Q 
-3 
O 

w 


<V  4J 

4-1  01  1-4 

«•  00  li 

<=>  <  3 


c 

3 
0 

e 

x 
c 

Oj 
C 

Oi 


eg 

-a  oi 
i—i 

•r4  X 

JC  o 

cj  o 


O  01 

01  4-1 

U    tl  f4 

m  oo  w 

«  -» 


c 

0) 

3 

rving 

XI 

OI 

c 

c 

eg 

o 

•H 

c 

4-1 

s 

ua 

to 
a 

<• 

r-4 

3 

X 

01 

eg 

O 

rH 

> 

M 

•H 

XI 

w 

o 

X 

o 

o  o 

X" 

<*- 

IM 

O 

o 

c 

01 

f--. 

□  □ 

□  □ 
□□□ 

□  □□ 

(0 

to  oi 

c  --< 

eg  X) 

■-I   oi  eg 

eg  CQ  4-t 

01      -  Oi 

U   to  oo 

01    00  OI 

U   00  > 

o  (Xj  - 

XI       -  4-1 

eg  i->  -h 

Oi  eg  3 

u  a» 

(O  S 


. — * 

CO 

eg 

3 

c 

to 

o> 

o 

3 

e 

o 

a 

to 

c 

—i 
03 

ee 

Q.  X 

01 

3 

Oi 

3 

4J 

3 

4J 

o 

u 

•i-t 

0< 

C 

U 

£2 

eg 

E 

CG 

4J 

o 

U-l 

r-t 

c 

CO 

w 

r-4 

3 

01 

i-l 

14-1 

QJ 

00 

4-1 

0] 

to 

0> 

14-1 

60 

00 

M 

o 

« 

(0 

c 

XI 

to 

to 

X 

■H 

01 

4-1 

4J 

0 

Dr 

o> 

eg 

eg 

0 

u 

Ed 

to 

OOj 

C 

> 

u 

01 


(0 

a< 

3 
O 
!- 

u 

X 

o 

0 

u. 


□ 
□ 
□ 
□ 


□  n 

□  n 
□□□ 
□□□ 

to 

(0  01 

C  r-C 

eg  X 

00  CQ  4-1 

o>  -  01 
u  to  oo 

01  00  01 

0  00  > 
-  UJ  - 

X       -  4-1 

eg  4_i 

01  <0  3 
V-i    01  u 

ca  r  u. 


1-4 

(0 

03 

r-4 

3 

ag 

C 

CO 

<n 

O 

3 

6 

o 

Cl 

to 

c 

10 

r-< 

■08 

ee 

a 

X 

01 

3 

01 

3 

4-1 

6 

4-J 

u 

O 

•<-( 

CU 

c 

3 

M 

X 

eg 

s 

eg 

u 

o 

tu 

r-4 

c 

w 

u 

3 

01 

■H 

tM 

01 

4-1 

to 

to 

cu 

IM 

CO 

10 

M 

o 

a? 

to 

C 

TD 

to 

to 

X 

•H 

Oi 

4J 

4J 

o 

l-i 

01 

CO 

CO 

o 

Q 

rb 

UJ 

UJ 

u. 

oo 


4-1 

rx 

x) 
O 
o 


CJ 
M 


to 
a 
B 

tfl 

4J 

to 

XI 

o 
o 


CJ 

s 


KNOW  YOUR  FOODS 


Place  an  "X"  by  the  foods  you  think  are  low  in  nutritional  value  and 
"0"  by  the  foods  you  think  are  high  in  nutritional  value. 


Potato  chips 

Soda  water  (Cokes,  etc.) 

Eggs 

Candy 

Greens 

Fish 

Cookies 

Caul  if lower 

Broccol i 

Apple 

Cake 

Gravy 

Meat 

Chi  cken 

Pies 

Tomatoes 

Oranges 

Puddings 

Ice  cream 

Carrots 

2.    Name  3  snack  foods  that  can  be  substituted  for  candy: 


ANSWERS  (turn  page  upside  down): 
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Food  Record  and  Weight  Record 


Attached  is  a  food  record.    Instruct  recipient:    starting  today,  write  down 
everything  you  eat  and  drink  (except  plain  water),  including  the  exact  time 
(e.g.    7:20  a.m.),  the  exact  place  (e.g.    living  room  couch  in  front  of  T.V. 
set)  the  exact  amount,  and  how  prepared.    This  is  to  help  identify  food 
habits,  and  areas  of  weakness. 

Have  recipient  become  aware  of  weight  by  graphing  weight  on  paper.  Tape 
this  record  on  the  bathroom  door  near  the  scale.    Weigh  daily  at  the  same 
time  in  the  same  amount  of  clothing.    Record  your  weight  on  paper. 
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NAME 
DATE 


FOOD  RECORD 


Date 


Time 


Place 


Food:    Amount  and  how  prepared 
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NAME 
DATE 


WEIGHT  RECORD 


Date 

Time 

Weight 

Notes 
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Control  of  Problem  Situations  in  Overeating* 


The  following  suggestions  can  be  used  to  change  improper  eating  habits: 

1.  Arrange  to  eat  in  only  one  room. 

Arrange  to  eat  in  only  one  place  in  that  room.  When  you  eat,  make 
eating  a  pure  experience.    Avoid  other  activities. 

2.  Buy  nonfattening  foods.    If  you  do  buy  problem  foods  keep  them  out 
of  sight  and  out  of  reach.    Store  refrigeration  foods  in  non-see - 
through  containers  to  help  keep  them  out  of  sight. 

If  you  do  eat  problem  foods,  make  sure  that  they  need  preparation 
(rather  than  delicatessen  foods,  cheese  and  crackers,  etc.).  To 
keep  from  buying  problem  foods: 

o    Always  shop  from  a  list  and  buy  only  the  foods  on  the  list. 

o    Take  into  the  store  only  as  much  money  as  you  will  need  to 
buy  the  items  on  your  list. 

o    Do  your  shopping  after  you  have  eaten. 

3.  Look  for  times  of  your  own  weaknesses,  and  take  steps  to  change 
them.    (Look  at  your  food  record.) 

4.  Train  others  to  help  you  curb  your  eating.    Tell  certain  people 
that  you  are  trying  to  change  the  way  that  you  eat,  and  ask  them 
to  tell  you  whenever  they  see  you  stopping  at  the  right  time.  It 
is  not  as  important  to  have  them  tell  you  when  you  overeat  as  it 

is  to  have  them  tell  you  when  you  do  not  overeat.  You  need  praise, 
not  punishment. 

5.  Make  small  portions  of  food  appear  to  be  large.    When  you  eat, 
measure  all  portions.    Make  second  helpings  hard  to  get. 

6.  Take  steps  to  avoid  hunger,  loneliness,  depression,  boredom,  anger, 
and  fatigue  as  these  feelings  lead  many  dieters  to  overeat. 

7.  Always  keep  on  hand  a  variety  of  safe  foods  to  use  as  snacks. 

8.  Once  you  establish  how  many  calories  per  day  you  should  eat,  keep 
track  of  how  much  you  have  eaten,  and  how  much  more  you  can  eat 
within  your  diet--at  all  times,  everyday. 

9.  Work  on  slowing  down  the  rate  at  which  you  eat. 

10.  Keep  a  graph  of  how  much  you  eat,  how  much  you  exercise,  and  how 
much  weight  you  lose. 

11.  Build  some  pay  off  for  following  every  step  in  this  program. 

*    Slim  Chance  in  a  Fat  Worlcj»Stuart  and  Davis,  1972,  Research  Press, 
Champaign,  111. 
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Role  of  Exercise  in  Weight  Control 


Exercise  is  needed  by  the  body  for  health  and  well-being.    People  neglect 
exercise  for  several  reasons.    First,  it  is  believed  generally  that  a  very 
large  amount  of  daily  exercise  would  be  needed  to  do  any  good.    It  has  been 
shown  that  a  small  amount  of  daily  exercise  (for  example  one  hour  per  day) 
can  add  up  to  the  loss  of  perhaps  one  point  within  two  weeks,  and  that 
would  amount  to  25  pounds  within  a  year. 

A  second  misconception  that  keeps  dieters  from  exercising  is  the  belief 
that  exercise  causes  an  increase  in  hunger.    In  fact  the  opposite  seems 
to  be  true.    If  one  increases  his  activity  a  little,  he  will  eat  less. 
Exercise  also  makes  people  less  likely  to  be  bored  or  physically  and 
mentally  tired,  and  can  help  relieve  tension. 

A  third  incorrect  idea  which  people  have  about  exercise  is  that  it  is 
modern  to  avoid  exercise.    People  drive  rather  than  walk  to  the  corner 
store.    Most  household  appliances  work  against  people  trying  to  watch 
their  weight.    Many  gadgets  take  away  chances  for  useful  exercise. 

The  most  helpful  exercises  are  those  that  require  the  use  of  large  amounts 
of  muscle,  and  involve  moving  the  body  through  distance. 
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Eating  Plan  or  Diet  Modification 

Buying  Food.    Here  are  tips  to  manage  buying  food  better. 

1.  Prepare  a  menu  plan  for  the  week. 

2.  Prepare  a  shopping  list  from  this  plan  using  the  newspaper  to 
check  for  sale  items. 

3.  Prepare  your  shopping  list  AFTER  a  meal. 

4.  Do  your  grocery  shopping  only  AFTER  a  meal. 

5.  Buy  your  groceries  on  a  regular  schedule,  such  as  once  a  week. 

6.  Try  to  buy  groceries  for  specific  meals,  and  buy  just  enough 
food  in  order  to  minimize  leftovers. 

7.  Shop  when  you  have  enough  time  to  buy  wisely,  read  labels,  and 
compare  prices. 

8.  Buy  food  that  requires  at  least  some  preparation  (rather  than 
delicatessen  foods,  cheese  and  crackers,  etc.  ) 

Food  Buying  Cautions.    Remember  to  observe  these  rules 

1.  Never  shop  from  memory. 

2.  Never  let  the  sight  of  food  dictate  your  buying  habits;  always 
shop  from  your  list. 

3.  Never  shop  with  impulse  buyers. 

4.  Never  buy  empty  calorie  snack  foods,  unnecessarily  high  calorie 
items,  problem  foods, etc. 

5.  Never  overbuy  groceries  because  "This  is  a  good  buy!"  or  "I  might 
need  this!"  etc. 
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Storing  Foods.    Use  the  following  techniques  to  influence  eating  habits. 

1.  Store  all  foods  out  of  clear  sight. 

2.  Store  all  refrigerator  foods  in  non-see-through  containers  to 
help  keep  them  out  of  sight. 

3.  Store  any  problem  foods  in  very  inaccessible  as  well  as  out- 
of-sight  places,  such  as  in  the  back  of  the  top  shelf  or  the 
cupboard. 

4.  Encourage  all  non-overweight  family  members  to  keep  any  foods 
they  might  have  (candy  bars,  etc.)  out  of  sight  from  overweight 
f ami ly  members . 


Cautions .    Remember  to  observe  these  rules. 

1.  There  is  a  place  for  each  food  item--everything  in  its  place, 
out  of  sight. 

2.  Try  not  to  remove  natural  wrappers  or  covers  from  foods  before 
you  are  ready  to  cook  or  eat  the  foods. 

3.  Try  to  plan  your  meals  to  reduce  leftovers:    try  not  to  hoard 
food  or  save  food  or  store  food  when  it  is  unnecessary  or 
inconvenient  to  do  so. 
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EXHIBIT  7 

SAFETY 

LEARNING  OBJECTIVES 

1.  Parent  will  verbalize  what  home  safety  practices  she  now  observes. 

2.  Parent  will  review  safety  pamphlet  with  health  educator.* 

PRESENTATION 

This  area  can  be  discussed  after  the  height  and  weight  are  taken.  The 
following  should  be  discussed: 

1.  Preventing  falls. 

2.  Preventing  the  ingestion  of  poisons  and  foreign  objects. 

3.  Preventing  burns. 

4.  Preventing  drowning. 

5.  Preventing  suffocation. 

6.  Preventing  motor  vehicle  accidents. 

A  safety  pamphlet  should  be  gone  over  with  parents  of  children  under  6  to 
provide  safety  guidelines  to  prevent  unnecessary  accidents. 


Protecting  Infants  and  Toddlers  from  Accidents,"  Proctor  and  Gamble, 
Cincinnati,  Ohio. 
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EXHIBIT  8 
TOILET  TRAINING 

LEARNING  OBJECTIVES 

1.  Parents  will  verbalize  concerns  regarding  present  toilet  habits 
of  child. 

2.  Parents  will  be  aware  of  behavior  to  expect  from  child  when  training  is 
begun. 

PRESENTATION 

This  area  can  be  discussed  after  the  DDST  is  administered. 

Explore  parent's  concept  of  toilet  training.    Go  over  "Developing  Toilet 
Habits"  pamphlet  if  parent  is  interested.    Refer  also  to  pertinent  information 
presented  previously  in  the  section  of  this  paper  titled  Behavior. 
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EXHIBIT  9 
DENTAL 


LEARNING  OBJECTIVES 

1.  Parent  will  demonstrate  proper  brushing  technique  by  return 
demonstration. 

2.  Parent  will  state  why  it  is    important  to  omit  sugar  and  sweets 
in  diet  in  regard  to  dental  care. 

3.  Parent  will  state  why  it  is  important  to  brush  after  eating. 

4.  Parent  will  acknowledge  the  need  for  regular  check-ups  with  a 
dentist. 


PRESENTATION 

This  teaching  should  be  done  with  every  child,  and  may  be  done  on  an 
individual  or  group  basis.    This  can  be  done  after  the  finger  stick 
has  been  done  in  the  lab,  so  the  child  then  leaves  with  his  new 
toothbrush--and  a  more  favorable  impression  of  his  clinic  experience. 

Use  the  flip  chart,  and  teeth  model  with  the  large  toothbrush.  Be 
sure  that  the  child  is  given  a  toothbrush,  dental  coloring  book,  and 
dental  pamphlet. 
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EXHIBIT  10 
SEX  EDUCATION* 


LEARNING  OBJECTIVES 

1.  Parent  and  child  will  have  a  knowledge  of  normal  sexual 
development. 

2.  If  over  12  years  of  age,  the  recipient  will  be  aware  of 
agencies  for  family  planning,  and  when  to  use  them. 

3.  If  over  12  years  of  age,  the  recipient  will  be  able  to 
identify  signs  and  symptoms  of  VD  and  where  to  seek  help. 


PRESENTATION 

Sex  education  is  appropriate  when  presented  at  the  child's  level  of 
understanding.  Some  ideas  for  use  in  instructing  parents  regarding 
their  children  is  presented  by  age  groups  as  follow: 

Age  3-5 

1.  Explore  parent's  concept  of  normal  psychosexual  development 
in  preschool  child. 

2.  Discuss  sexual  identity  and  common  questions  asked  by  children, 
include  masturbation  and  sexual  curiosity  about  other  children's 
anatomy. 


Age  5 

1.  Explore  parent's  preparedness  for  potential  questions. 

2.  Encourage  parents  to  be  aware  of  the  scope  of  sex  education 
programs  in  school  and  to  complement  it  as  appropriate. 

3.  Discuss  possibility  of  menarche  before  next  visit  and  parent's 
plan  for  discussion  with  daughter. 

4.  Discuss  parent's  concerns. 
Age  11 

1.  Discuss  parent's  response  to  questions  raised  by  child  since 
previous  visit. 

2.  Discuss  child's  understanding  of  menarche  and  parent1 s  plans 
for  discussion  with  daughter. 


*  Patient  Care  Guidelines  for  Family  Nurse  Practitioners,  by  Hole,  Greenberg 
and  Packard,  Jr,  '      M.D.'s  1976,  Little  Brown,  and  Company,  Boston. 
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3.  Discuss  variable  increase  in  interest  in  opposite  sex. 

4.  Discuss  with  parents  the  normal  child's  concerns  and  need 

for  sex  education,  especially  girls  who  mature  early.  Counsel 
child  as  needed,  and  desired  by  parents,  in  the  mechanism  of 
pregnancy,  and  in  high  risk  relationships.    Emphasize  to  child 
and  parent  your  availability  to  discuss  questions.  . 

Ages  13-15 

Extent  of  counseling  at  particular  visit  will  depend  on  maturity,  experience 
and  stage  of  development  of  patient. 

1.  Discuss  patient's  relationship  with  opposite  sex,  and  his  or 
her  concerns. 

2.  Assess  patient's  understanding  of  anatomy,  and  the  physiology 
of  reproduction. 

3.  Assess  the  immediacy  of  patient's  need  for  contraceptive  in- 
formation, and  specific  management.    Discuss  with  patient  the 
approach  to  be  taken  with  parents. 

4.  Discuss  with  patient  the  responsibility  that  both  male  and 
female  have  for  sexual  activity,  and  contraception. 

5.  Discuss  venereal  disease. 

6.  Discuss  patient's  and  parent's  questions. 

Ages  15-17 

1.  Discuss  patient's  concerns  about  relationship  with  opposite  sex. 

2.  Discuss  contraception  and  responsibility  of  both  male  and  female. 

3.  Discuss  venereal  disease. 
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EXHIBIT  11 
DRUG  ABUSE 


LEARNING  OBJECTIVES 

1.  Parent  will  be  aware  of  agencies  for  self  help. 

2.  Parent  will  be  aware  of  potentially  addicting  drugs. 


PRESENTATION 

Explain  the  importance  of  taking  care  of  one's  body.    Mention  the  effects 
of  cigarettes,  alcbhol,  and  other  drugs  on  the  body.    Name  several  agencies 
available  for  drug  counseling,  and  self  help  (such  as  MHMR-CoCare, 
ALANON). 
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EXHIBIT  12 
PRENATAL 


LEARNING  OBJECTIVES 

1.  Pregnant  recipient  will  be  aware  of  need  to  begin  prenatal  care. 

2.  Recipient  will  be  able  to  name  3  danger  signals  of  problems  in  pregnancy. 


PRESENTATION 

If  a  recipient  has  missed  a  menstrual  period,  has  other  signs  of  pregnancy, 
and  is  not  receiving  prenatal  care,  she  will  be  referred.    During  the 
physical  exam  the  nurse  will  stress  the  importance  of  good  prenatal  care 
for  the  recipient's  own  health  and  the  health  of  the  baby.    If  the  recipient 
indicates  she  wishes  to  terminate  her  pregnancy,  she  will  be  referred  to 
an  agency  for  proper  counseling.    In  talking  with  the  recipient  the  educator 
will  place  emphasis  on  the  importance  of  adequate  rest,  exercise,  and  eating 
the  right  foods.    Problems  with  constipation  usually  can  be  helped  by  eating 
more  fruits  and  vegetables.    Tell  the  recipient  not  to  take  any  drugs  or 
medicine  unless  her  doctor  tells  her  to.    This  includes  asprin,  laxatives, 
and  many  over-the-counter  medications.    Alcohol  and  tobacco  are  items 
considered  to  be  detremental  to  the  fetus  and  should  be  eliminated,  or 
at  least  the  consumption  of  these  should  be  reduced. 

If  she  should  experience  any  of  the  danger  signals  listed  below,  advise 
the  recipient  to  contact  a  doctor  at  once: 

1.  If  she  gets  dizzy  or  sees  spots  before  her  eyes  or  her  eyes  blur 

2.  If  she  has  pains  in  her  stomach,  back,  or  legs 

3.  If  she  has  a  bad  headache 

4.  If  her  hands,  face,  or  feet  swell 

5.  If  she  suddenly  has  chills  or  fever 

6.  If  she  suddenly  gains  weight 

7.  If  there  is  bleeding  or  discharge  from  her  vagina 

8.  If  she  vomits  day  after  day 

9.  If  there  is  only  small  amount  of  urine,  or  if  her  urine  burns 
or  pains  her 

10.  If  there  is  a  sudden  gush  or  steady  leak  of  water  from  her  vagina 
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o    Have  the  child  practice  cutting  curves.    When  this  is  mastered, 
he  can  cut  circles  and  other  objects. 

o    Have  him  cut  zig-zag  strips,  which  become  crowns,  mountains, 
Christmas  trees,  etc. 

o    Draw  large  simple  geometric  shapes  and  have  him  cut  them  out. 

14.    Use  materials  for  construction: 

o    Give  him  wood  scraps,  hammer,  and  nails,  and  help  child  build 
things . 

Ape  5 

Stimulation.    Parents  should  be  encouraged  to  do  the  following: 

1.  Converse  with  child  regularly.    Listen  to  child  and  encourage 
expression  of  thoughts. 

2.  Read  to  child  and  have  child  read  to  you. 

3.  Be  sure  child  can  dress  completely. 

4.  Provide  pencil,  crayon,  paper,  paints,  and  scissors. 

5.  Show  interest  in  child's  school  work,  and  provide  encouragement. 

6.  Teach  child  responsible  use  of  money. 

7.  Review  television  viewing  habits.    Encourage  selective  viewing  of 
educational  and  entertaining  programs. 

Age  8-11 

Stimulation.    Parents  should  be  encouraged  to  do  the  following: 

1.  Converse  with  child  regularly.    Listen  to  child  and  encourage 
experession  of  thoughts. 

2.  Show  interest  in  child's  school  work. 

3.  Provide  child  with  quiet  area  with  as  much  privacy  as  possible. 
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4.  Encourage  application  of  skills  learned  at  school,  including  the 
following  -- 

o    Reading:    Encourage  use  of  library. 

o    Mathematics:    Assist  child  in  planning  use  of  money. 

o    Art,  music,  woodworking:    Provide  child  with  simple  equipment, 
as  desired. 

5,  Review  television  viewing  habits.    Encourage  balanced  selective 
viewing  of  educational  and  entertaining  programs. 
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EXHIBIT  13 
SPECIFIC  HEALTH  PROBLEMS 


HOME  MANAGEMENT  OF  YOUR  CHILD'S  COLD 


Q.    What  is  it? 

A.    Runny  nose,  sneezing,  general  tired  feeling.    Usually  no  fever.  Many 
symptoms  of  colds  are  early  signs  of  other  childhood  illnesses. 

Q.    How  is  it  spread? 

A.    By  coming  in  contact  with  a  person  who  has  a  cold.    The  discharges 

from  the  nose  and  mouth  are  infectious,  and  can  be  spread  through  sneezing 
and  coughing. 

Q.    How  is  it  prevented? 

A.    Avoid  people  who  have  colds.    Instruct  children  to  cover  their  mouths 
when  coughing  or  sneezing  to  prevent  spread. 

Q.    How  is  it  treated? 

A.    Treatment  consists  of: 

1.  Tylenol  or  aspirin  for  fever  or  restlessness.    Give  one  grain  per 
year  of  age  up  to  10.    There  are  five  grains  in  one  aspirin  tablet. 
Over  age  10,  give  two  tablets  every  4  hours  as  needed.  Fever 
medications  should  not  be  given  more  than  48  hours  without  medical 
consultation. 

2.  Nasal  syringe  to  keep  nose  clear. 

3.  Cool  mist  vaporizer 

4.  Maintain  fluid  intake  (water,  apple  juice,  7-upJ. 
Q.    When  should  a  doctor  be  seen? 

A.    If  child  seems  weak  and  listless;  not  eating;  high  fever  over  102  for 
24  hours;  and  difficulty  in  breathing,  noisy  breathing.     Learn  how 
to  read  a  thermometer.    Take  child's  temperature  every  3-4  hours. 
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CONSTIPATION 


Q.    What  is  it? 

A.    Inability  to  pass  stool  or  passing  very  hard  small  balls. 
Q.    What  causes  it? 

A.    Not  enough  water  and  fruit  juice  in  diet. 
Q.    What  are  the  symptoms  and  signs? 

A.    Many  babies  that  are  thought  to  be  constipated  are  merely  having  bowel 
movements  less  often  than  every  day.    Babies  often  have  periods  in 
which  they  go  2-5  days  without  passing  stool.    When  the  child  does  have 
a  stool  it  should  be  soft.    Even  when  the  stool  is  soft,  the  baby  may 
strain  hard.    This  is  normal.    Each  baby  will  develop  his  own  bowel  habit 
One  week  the  baby  may  go  2  to  3  days  without  a  bowel  movement  and  the 
next  week  the  baby  may  have  a  bowel  movement  every  day  or  even  twice 
a  day.    As  long  as  the  stool  is  soft  there  is  nothing  to  worry  about. 
When  the  child  has  true  constipation,  his  stool  is  hard  balls  of  feces. 

Q.    How  is  it  treated? 

A.    The  mother  can  help  by  giving  more  water  and  fruit  juice  between  feedings 
Prune  juice  is  usually  very  helpful.    Babies  should  not  be  given  enemas 
and  suppositories  without  the  direct  supervision  of  a  physician.  These 
things  can  be  harmful  to  babies,  and  can  interfere  with  the  babies 
normal  bowel  habits.    Water  and  juice  are  the  best  treatment  for  consti- 
pation in  any  age  child. 

Q.    When  should  a  doctor  be  seen? 

A.    If  after  giving  your  baby  more  water  and  juice,  no  stool  is  passed  by  the 
fifth  day  since  the  last  stool,  see  your  doctor. 
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DIARRHEA 

Q.  What  is  it? 

A.  Frequent,  watery  stools. 

Q.  What  causes  it? 

A.  Infections,  diet,  laxatives,  antibiotic  therapy. 

Q.  What  are  the  symptoms  and  signs? 

A.  Frequent  watery  stools,  and  fever  (usually  less  than  101°F). 

Q.  How  is  it  treated? 

A.  Treatment  consists  of: 

1.  Keep  a  record  of  the  times,  consistency,  and  color  of  every  stool. 
(See  chart  below). 

2.  Give  clear  liquids  for  24  hours:    7-up,  ginger  ale,  jello  water 
(one,  three  ounce  package  to  four  cups  water).    The  carbonation 
should  be  removed  by  leaving  beverage  open  for  several  hours,  or 
shaking.    Gatorade  is  good  for  older  children. 

3.  The  clear  liquids  may  be  diluted  by  using  equal  amounts  of  juice — 
cooled  boiled  water  for  small  infants. 

4.  After  24  hours,  resume  formula  or  milk,  with  clear  liquids  between 
feedings. 

5.  Gradual  progression  to  usual  diet. 
Q.    When  to  see  a  doctor? 

A.    If  diarrhea  persists  for  24  hours,  or  if  fever  is  over  101°F. 
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OBESITY 


LEARNING  OBJECTIVE 

Here  following  are  the  items  to  be  discussed: 

1.  Client  will  name  three  "empty  calorie"  foods  and  nutritious 
foods  he  can  substitute. 

2.  Client  will  be  able  to  pick  ten  high  calorie  foods,  and  ten  low 
calorie  foods  from  a  list  (presented  in  the  nutrition  segment). 

3.  Client  will  be  aware  of  the  role  exercise  plays  in  weight 
reduction. 

Guides  presented  in  the  Nutrition  section  may  be  used  with  obese  children 
and  their  parents.    The  guides  contain  information  useful  to  avoid  high 
calorie  foods,  and  to  develop  awareness  of  eating  habits.    This  area  of 
instruction  can  be  done  after  the  height  and  weight  are  taken  and  graphed. 

Obesity  increases  the  risk  of  diseases  such  as  diabetes  mellitus,  gout, 
gallbladder  disease,  coronary  arteriosclerosis,  and  hypertension.  It 
complicates  respiratory  difficulties  such  as  emphysema,  chronic  bronchitis 
and  asthma.    Obesity  increases  surgical  risk,  complicates  pregnancy,  and 
can  disturb  growing  adolescents  self-concept.    It  reduces  life  expectancy. 

Suggestions  to  control  overeating  are  presented  in  the  following  segments- 
Control  of  Problem  Situations  in  Overeating;  and,  the  Role  of  Exercise  in 
Weight  Control . 
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DIAPER  RASH 


Q.    What  is  it? 

A.    Inflammation  of  the  skin  within  the  area  usually  covered  by  the  diaper. 
Q.    What  causes  it? 

A.    Usually  the  irritation  is  caused  by  ammonia,  one  of  ghe  breakdown  products 
of  urine.    It  may  also  be  casued  from  stool,  or  detergents  and  soaps. 

Q.    What  are  the  symptoms  and  signs? 

A.    Rash  is  not  usually  in  the  skin  creases  and  folds,  but  more  prominent  in 
exposed  areas. 

Q.    How  is  it  treated? 

A.    It  is  treated  by  the  following: 

1.  Leave  off  plastic  pants  except  when  absolutely  necessary. 

2.  Leave  diaper  area  completely  uncovered  for  a  one  hour  twice  a  day. 

3.  Apply  thick  layer  of  zinc  oxide  paste,  or  Desitin  ointment  after 
cleaning  at  each  diaper  change. 

Q.    How  is  it  prevented? 

A.    It  is  prevented  by  the  following  methods: 

1.  Change  diapers  frequently  (as  soon  as  wet  or  dirty). 

2.  Rinse  diaper  area  with  clean  water  at  each  diaper  change. 

3.  Rinse  diapers  thoroughly  after  washing. 

4.  Add  h  cup  of  vinegar  to  final  rinse  water. 

5.  Disposable  diapers  may  be  irritating.    This  is  sometimes  due  to 
allergy.    Try  several  different  brands  of  disposable  diapers  if  your 
child  is  allergic. 

Q.    When  should  a  doctor  be  seen? 

A.    If  rash  gets  worse  or  does  not  improve  in  24  to  48  hours. 
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LICE 


Q.      What  is  it? 

A.    Lice  are  very  small  insects  1/16  to  1/8  of  an  inch  long.    Lice  are 
common  in  areas  where  people  live  under  crowded  conditions,  or  where 
children  are  in  close  contact  as  in  school. 

Q.    What  are  the  signs  and  symptoms? 

A.    Grayish  looking  nits  on  hair--these  look  like  tiny  beads  strung  along 
the  hair.    Itching  is  one  of  the  main  signs. 

Q.    How  is  it  treated? 

A.    Pour  one  ounce  Kwell  shampoo*  onto    the  affected  area  and  adjacent  hairy 

areas.    Rub  vigourously,  being  sure  to  cover  all  hairy  areas.    Wet  hair 

thoroughly  with  warm  water,  and  work  in  a  lather  for  at  least  four 

minutes.    Rinse  hair  thoroughly  and  rub  with  dry  towel.    Comb  hair  with 
fine  tooth  comb  to  remove  any  remaining  nit  shells.    If  necessary 
repeat  that  in  two  hours. 

Q.    How  is  it  prevented? 

A.    Good  general  hygiene.    Do  not  use  other's  combs,  hats,  etc.  Lice 
infestations  are  spread  by  contact.    All  members  of  a  family  should 
be  examined  carefully.    Others  found  infested  should  be  treated 
promptly  to  avoid  spread  or  reinfestation  of  previously  treated 
individuals. 

Q.    When  should  a  doctor  be  seen? 

A.    If  unable  to  resolve  the  infestations  problem. 


*Reqjj!ires  prescription.  Pyrinate  A-200,  Para-Tox  and  other  commercial 
products  may  be  used.    These  do  not  require  a  prescription. 
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IMPETIGO  -  SKIN  SORES 


Q.    What  is  it? 

A.    A  highly  contagious  skin  infection. 
Q.    What  causes  it? 

A.    Germs  getting  u.nder  the  skin.    It  may  be  spread  by  direct  contact  with 

infected  persons.  It  may  be  a  complication  of  insect  bites,  or  abrasions, 
or  dermatitis. 

Q.    What  are  the  signs  and  symptoms? 

A.    Itching,  draining  sores,  some  crusted,  often  around  the  nose  and  mouth. 
The  sores  start  as  a  small  blister  that  breaks  open  and  forms  a  brownish 
crust . 

Q.    How  is  it  treated? 

A.    Soak  and  then  gently  scrub  lesions  with  warm  water  and  soap  (Dial) 
three  times  a  day  to  soften  and  remove  crusts.    Crust  must  be  removed 
for  the  soap  to  get  to  the  germs.    Antibiotic  ointment.    Don't  put 
Vaseline  or  any  oils  on  the  sores.    Leave  the  sores  open  to  the  air 
whenever  possible  and  allow  to  dry. 

Q.    How  is  it  prevented? 

A.    Trim  fingernails  to  prevent  further  spread  by  scratching.    Avoid  insect  and 

mosquito  bites  by  spraying  with  repel lant. 
Q.    When  should  a  doctor  be  seen? 

A..    If  there  is  failure  to  improve  after  2  days  of  treating  with  soap. 
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S'  CAB  i'ES 

Q.    What  is  it? 

A.    An  itching  rash  caused  by  a  mite„ 
Q.    What  causes  it? 

A.    A  mite  which  is  transferred  by  personal  contactu 

Q,    What  are  the  symptoms? 

A.    Itching,  intense  scratching. 

0.    What  are  the  signs? 

A.    A  burrow  appears  as  thin  line  ending  in  a  bump .    Primarily  occurs  on 
palms,  soles  of  feet,  head,  neck,  legs  and  buttocks. 

Q.    How  is  it  treated? 

A.    Treatment  usually  consists  of  a  schedule  of  hot  baths  followed  by 
applications  of  a  medication  (Kwell  lotion)  to  kill  the  mite„  An 
antibiotic  may  be  prescribed  to  treat  secondary  infection.    All  cloth- 
ing or  bedding  that  might  be  contaminated  should  be  dry  cleaned  or 
boiled.    All  persons  in  the  household  should  be  inspected  and  if 
infected  treated  simultaneously. 

Q,    How  is  it  prevented? 

A.    Good  general  hygiene.    Do  not  share  clothes  or  towels  with  infected 
persons . 

Q0    When  should  a  doctor  be  seen? 

A,    If  no  response  to  therapy,  or  secondary  bacterial  infection. 
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RINGWORM 


Q.    What  is  it? 

A.    Skin  infection  that  appears  as  a  circular  dry  spot  on  the  skin  or  as 
bald  spots  on  the  scalp  that  contain  short,  whisker-like  hairs. 

Q.    What  causes  it? 

A.    Fungus.    It  is  spread  by  direct  contact  with  children  or  animals  who 
have  it  or  by  the  use  of  caps,  combs,  and  towels  of  infected  persons. 

Q.    What  are  the  signs  and  symptoms? 

A„    On  the  feet: moistness,  scaling,  itching  small  blisters;  on  the 

scalp: hair  breaks  off  close  to  skin;  on  the  body:  patches  (ring  or  oval 
shaped),  slightly  raised  pink  and  scaly,  mild  itching. 

Q.    How  is  it  treated? 

A.    Feet.*--  apply  Whitfields  onitment.    Scalp  and  body--  oral  medicine 
prescribed  by  doctor;  griseof ulven,  and  Whitfield  ointment  locally. 

Q.    How  is  it  prevented? 

A.    When  ringworm  is  present  in  a  family  or  in  school,  children  should  be 
examined  frequently  for  signs  so  that  treatment  can  be  started  early. 

Q.    When  should  a  doctor  be  seen? 

A.    If  symptoms  do  not  clear  with  treatment. 
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SEBORRHEA  -  CRADLE  CAP;  DANDRUFF 


Q.  What  is  it? 

A.  Oily,  scaling  condition. 

Q.  What  causes  it? 

A.  Unknown. 

Q.  What  are  the  symptoms  and  signs? 

A.  Itching  sometimes.    Usually,  symmetric  scaly  erruption  often  starting 
in  scalp;  greasy  scales. 

Q.    How  is  it  treated? 

A.    It  is  treated  by  the  following  methods: 

1.  Mineral  oil  or  baby  oil  applied  to  scalp  30  minutes  prior  to  shampoo 
(massage).    Continue  daily  until  scales  have  disappeared. 

2.  Use  fine  tooth  comb  to  loosen  scales. 

3.  Shampoo  using  vigorous  scrubbing  with  shampoo.    (Use  wash  cloth 
only,  not  fingernails.) 

4.  Shampoo  ever  other  day. 

5.  Use  no  oils,  lotions,  or  cream  on  the  hair  or  scalp. 

Blacks  may  apply  a  very  light  amount  of  oil,  if  removed  daily  while 
condition  present  and  reapplied. 

Q.    When  should  a  doctor  be  seen? 

A.    If  it  gets  worse,  or  there  is  no  response  to  treatment  after  two  days. 
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EXHIBIT  14 
GLOSSARY 


ADRENAL  ANDROGEN       1)    Adrenal:    Orginally  used  to  indicate  nearness  to 
the  kidney.    Now  used  in  reference  to  the  adrenal  gland  or  its  secretions; 
gland:    A  triangular-shaped  body  adjacent  to  and  covering  the  superior 
surface  of  each  kidney.    It  is  a  kind  of  internal  secretion.    2)  Androgen: 
Substance  producing  or  stimulating  male  characteristics  as  the  male  sex 
hormone,  testosterone. 

AMENORRHEA  —  Absence  or  suppression  of  menstruation;  normal  before  puberty, 
after  the  menopause,  during  pregnancy  and  lactation.  , 

ASTHMA      A  sudden,  periodic  attack,  or  recurrence  of  symptoms  of  air  hunger 
resulting  in  labored  or  difficult  breathing,  sometimes  accompanied  by  pain, 
and  sporadic  sounds  caused  by  a  spasm  of  the  bronchial  tubes  or  due  to 
swelling  of  their  mucuous  membrane. 

ATERIOSCLEROSIS  --  Term  applied  to  a  number  of  pathological  conditions  in 
which  there  is  thickening,  hardening,  and  loss  of  elasticity  of  the  walls 
of  blood  vessels,  especially  arteries.    This  results  in  altered  function 
of  tissues  and  organs. 

ATROPINE  --  This  drug  is  a  salt  of  an  alkaloid  obtained  from  belladonna. 
It  counteracts  effects  of  the  automatic  nerve  responses  in  various  parts 
of  the  body. 

AUDITORY       Pertaining  to  the  sense  of  hearing. 

BILATERAL  --  Pertaining  to,  affecting,  or  relating  to  two  sides  of  the  body. 
BENIGN  —  1)    Not  recurrent.    2)    Not  malignant.    3)  Mild. 


BRONCHITIS       Inflammation  of  the  bronchial  membranes.    The  bronchi  are 
at  the  bottom  of  the  air  passageway  (trachea).    They  come  from  the  trachea 
and  lead  to  each  of  the  lungs.    The  bronchi  terminate  inside  the  lungs  in 
the  multiple  bronchial  tubes  called  the  bronchioles. 

CALORIE  --  The  calorie  is  used  in  nutrition  to  indicate  the  value  of  foods 
for  producing  heat  and  energy  in  the  human  body  equivalent  to  the  amount 
of  heat  needed  to  raise  the  temperature  of  one  kilogram  of  water  one  degree 
centegrade.  . 

CELIAC  DISEASE  --  Intestinal  malabsorption  characterized  by  diarrhea,  mal- 
nutrition, bleeding  tendency,  and  abnormally  low  blood  calcium. 

CHROMOSOMAL  ABNORMALITY  --  Chromosomes  contain  the  basic  genes  or  hereditary 
determiners.    Abnormalities  in  chromosome  structure  can  result  in  physical 
and  mental  deficiencies. 
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CIRRHOSIS  --  A  chronic  disease  of  the  liver  characterized  by  formation  of 
dense  connective  tissue,  etc.    In  addition  to  the  clinical  signs  and  symptoms 
there  is  a  loss  of  functioning  liver  cells  and  increased  resistance  to  flow 
of  blood  through  the  liver.    There  are  several  types  of  cirrhosis  disease. 

CONGENITAL  --  A  condition  that  is  present  at  birth. 

CORONARY  --  A  term  applied  to  blood  vessels  which  supply  blood  to  the 
heart  muscle.    The  term  comes  from  the  Latin  work  for  crown.    It  is 
used  becasue  the  blood  vessels  referred  to  "crown"  the  heart.    In  common 
use  the  word  coronary  is  usually  paired  with  either  of  the  words  arteries 
or  thrombosis. 

DEXEDRINE  --  This  is  a  brand-name  prescription  drug.    It  is  an  amphetamine 
used  to  stimulate  the  central  nervous    system.    The  drug  is  addicting  in 
its  effect,  potentially. 

DIABETES  MELLITUS       A  disease  that  results  from  inadequate  production  or 
utilization  of  insulin  by  the  pancreas.    (It  is  currently  believed  that 
insulin  acts  primarily  at  the  cell  membrane  to  facilitate  transporting 
glucose  into  cells.) 

DISCOID  MASS  --  The  word  discoid  means  "like  a  disc."    The  shape  of  the 
mass  is  merely  described  by  it. 

DYSMENORRHEA  -•-  This  is  a  condition  of  painful  or  difficult  menstruation. 

DOWN'S  SYNDROME--  This  mental  deficiency  is  Monoglism.    There  is  generally 
dwarfed  physique,  Oriental  appearing  eyes,  and  sloping  forehead. 

ENDOCRINE  --  An  internal  secretion,  usually  pertaining  to  a  gland  that 
produces  a  substance.    Hormones,  the  active  principles  of  the  glands, 
produce  effects  on  tissues  more  or  less  remote  from  their  place  of  origin. 

EMPHYSEMA  --  A  condition  characterized  by  air-filled  expansions,  like 
blisters,  in  certain  tissues.    In  the  lungs  there  may  be  distention,  loss 
of  elasticity,  rupture  of  lung  air-sacks,  and  accompanied  by  labored 
breathing,  and  frequently  by  impairment  of  heart  action. 

ENVIROMNEMTAL--Condi tions,  surrounding,  or  influences  which  may  affect 
an  organism,  or  the  cells  within  an  organism. 

ENURESIS       Bed  wetting  past  the  age  when    it  would  be  usual. 

ESTROGEN  —  Any  natural  or  artificial  substance  that  induces  the  development 
of  secondary  sexual  characteristics.    They  are  used  in  the  treatment  of 
menopausal  symptoms,  also. 

GALACTOSEMIA  --An  inborn  metabolism  characterized  by  decreased  ability  to 
convert  sugar  forms  into  usable  body  nutrition  elements. 

GONADOTROPINS  --  Gonad-stimulating  hormones.    (Gonad  is  a  generic  term 
referring  to  both  the  female  and  male  sex  glands — ovaries  or  testes.) 
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SOUT  --  A  metabolic  disease  marked  by  acute  arthritis  and  inflammation 
of  the  joints—usual ly  the  knee  or  foot.    It  is  caused  by  excessive  uric 
acid  in  the  blood,  and  deposits  around  joints. 

GYNECOMASTIA      Abnormally  large  mamary  glands  in  the  male;  sometimes  may 
secrete  milk. 

HOMOSEXUAL  --  One  person  sexually  attracted  to  another  of  the  same  sex. 

HORMONES  — :  A  substance  originating  in  an  organ,  gland,  or  part,  which  is 
conveyed  through  the  blood  to  another  part  of  the  body,  stimulating  it  by 
chemical  action  to  increased  functional  activity  and  increased  secretion. 

HYPOPITUITARISM      A  conditon  resulting  from  diminished  secretion  of 
pituitary  hormones. 

HYPOTHYROIDISM  —  A  condition  due  to  deficiency  of  the  thyroid  secretion, 
resulting  in  a  lowered  basal  metabolism.    Symptoms  include:    obesity,  dry 
skin  and  hair,  low  blood  pressure,  slow  pulse,  sluggishness  of  all  functions, 
depressed  muscular  activity,  and  goiter. 

HYPOTHALAMUS  —  Bidrocrine  gland  located  approximately  in  the  middle  of 
the  brain.    Others  there  are  the  epithalamus,  and  thalamus.    It  contains 
neurosecretions  which  are  of  importance  in  the  control  of  certain  metabolic 
activities,  such  as  maintenance  of  water  balance,  sugar  and  fat  metabolism, 
regulation  of  body  temperature,  and  endocrine  glands. 

HYPERTENSION  --  A  condition  in  which  patient  has  a  higher  blood  pressure 
than  that  judged  to  be  normal. 

HYPERTROPHY       Increase  in  the  size  of  an  organ  or  structure  which  does  not 
involve  tumor  formation.    The  term  is  generally  restricted  to  mean  an 
increase  in  size  of  bulk  not  resulting  from  an  increase  in  number  of  cells 
or  tissue  elements,  as  in  the  hypertrophy  of  a  muscle.    The  term  sometimes 
is  used  to  apply  to  any  increase  in  size  as  a  result  of  functional  activity. 

IMMUNIZATION  --  The  process  of  making  the  patient  resistant  to  harmful 
or  noxious  agents  or  organisms.    Immunity  is  the  result  of  previous 
exposure  to  the  same  agent  or  organism  that  had  been  introduced  into  the 
patient's  body  in  a  controlled  amount. 

IMPETIGO  --  Inflammatory  skin  disease  marked  by  isolated  postures 
that  become  crusted,  and  which  rupture. 

INSOMNIA  ---Inability  to  sleep,  or  sleep  prematurely  ended  or  interrupted 
by  periods  of  wakefulness.    Insomnia  is  not  a  disease  but  may  be  the  symptom 
of  many  diseases.    It  may  be  associated  with  a  trivial  or  serious  illness; 
the  persistence  and  severity  of  the  insomnia  is  of  little  help  in  diagnosing 
the  condition  which  causes  it.    The  most  frequent  causes  of  insomnia  are 
anxiety  and  pain. 

LATERATION  --  Toward  the  side  or  pertaining  to  the  side. 
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MASTURBATION  --  Stimulation  of  a  persons  genitals,  usually  to  orgasm,  by 
means  of  self-manipulation,  although  it  is  possible  to  use  the  word  in 
reference  to  performing  masturbation  on  another  person. 

MATURATION  —  To  mature. 

MENARCHE  --  Onset  of  the  monthly  flow  of  blood  from  the  uterus  mucous 
membrane:    menstruation.    Onset  occurs  from  the  10th  to  the  17th  year. 

MENSES       The  monthly  flow  of  bloody  fluid  from  the  uterine  mucous 
membrane:  menstruation. 

NEOPLASM  --  A  new  and  abnormal  formation  of  tissue,  as  a  tumor  or  growth. 
It  serves  no  useful  function,  but  grows  at  the  expense  of  the  healthy 
organism. 

METABOLISM  --  The  sum  of  all  physical  and  chemical  changes  that  take  place 
within  an  organism;  all  energy  and  material  transformations  that  occur 
within  living  cells. 

NEPHRITIS  --  Inflammation  of  the  kidney. 

NEUROSES  --  Plural  of  neurosis.    A  neurosis  is  a  disorder  of  the  thought 
process  not  due  to  demonstrable  disease  of  the  structured  or  the  central 
nervous  system.    Probably  due  to  unresolved  internal  conflicts  that  make 
for  an  uneasy  adjustment  to  life.    Contact  with  reality  is  maintained, 
which  is  not  the  case  in  psychosis.    The  disease  rarely  occurs  in  one  pure 
form.    Thus  most  neurotic  persons  would  be  classed  as  having  psychoneuroses . 

OBESE  —  Extremely  fat. 

OVARIES  --  Plural  of  ovary.    The  ovary  is  one  of  two  glands  in  the  female. 
It  produces  the  reproductive  cell,  the  ovum,  and  two  known  hormones. 

PITUITARY  --  A  small, gray,  rounded  gland  attached  to  the  base  of  the  brain. 
It  is  an  endocrine  gland  that  secre.tes  a  number  of  hormones  which  regulate 
many  bodily  processess  including  growth,  reproduction,  and  various 
metabolic  activities.    It  is  often  referred  to  as  the  master  gland  of  the 
body. 

PHYSIOLOGIC       1)    Normal;  not  diseased.    2)    Pertaining  to  body  function. 

PREPUBERAL       Pertaining  to  puberty.    The  prefix  pre-  indicates  the  time 
before  puberty. 

PUBERTY  —  This  word  comes  from  the  Latin,  pubis,  which  means  grown  up. 
It  is  the  period  in  life  at  which  one  of  either  sex  becomes  functionally 
capable  of  reproduction.    It  is  accompained  by  rapid  change  in  height  and 
weight,  and  the  growth  of  body  hair  occurs. 

PUBESENCE  —  This  word  was  originally  pubescens  in  Latin,  and  meant  becoming 
hairy.    Today  it  means,  also,  the  period  of  puberty  or  its  approach. 

RETARDATION  --  Delayed  mental  or  physical  response  due  to  deficiency 
or  pathological  conditions. 
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SCABIES  --  A  highly  communicable  skin  disease  caused  by  a  member  of  the 
spider  family,  the  itch  mite.    It  is  called  the  "itch"  and  the  "seve'n- 
year  itch,"  also.    There  is  intense  itching  caused  by  the  mite  that  lives 
in  burrows  under  the  skin  of  the  host.    The  burrows  appear  as  slightly 
discolored  lines  several  milimeters  to  several  centimeters  in  length. 
Eggs  hatch  and  the  mites  spread. 

SCHIZOPHRENIA  --  A  group  of  mental  disorders  characterized  by  disturbances 
of  thinking,  mood,  and  behavior.    There  is  an  altered  concept  of  reality,  and 
in  some  cases  delusions  and  hallucinations.    Mood  changes  include  inapproprate 
emotional  responses  and  loss  of  empathy.    Withdrawn,  regressive,  and  bizarre 
behavior  may  be  noted.    Hospitilization  is  essential  in  most  cases. 
Psychotherapy  is  used.    Drug  therapy  is  effective  in  certain  cases. 

SEBORRHEA  --  Functional  disease  of  the  oil-secreting  gland  of  the  skin  that 
is  marked  by  increased  amount,  and  often  alteration  of  the  quality  of  the 
secretions  for  the  skin. 

SOMATIC  --  Relating  to  or  affecting  the  body. 

SPERM       The  male  reproductive  cells  that  are  ejaculated  from  the  penis. 
Semen,  and  spermatozoon,  or  spermatid  are  synonyms  for  sperm. 

SUBCUTANEOUS  —  Beneath  the  skin. 

SYNCOPAL  ATTACKS  --  A  transient  loss  of  consciousness  due  to  inadequate 
blood  flow  to  the  brain.    Other  words  for  it  are  syncope,  fainting,  and 
swooning.    It  may  be  caused  by  fatigue,  prolonged  standing,  nausea,  pain, 
emotional  distrubances,  anemia,  dehydration,  poor  ventilation,  and  many 
others. 

TACTILE  --  Perceptible  to  touch.    Pertaining  to  the  sense  of  touch. 

TESTES  --  Plural  for  testis.    The  male  gonad:    a  reproductive  gland 
located  in  the  scrotum  that  is  in  the  pelvic  area. 

UNILATERAL  --  Affecting  or  occuring  only  on  one  side. 

VENEREAL  DISEASE  —  A,  malady  acquired  ordinarily  as  a  result  of  sexual 
intercourse  with  an  individual  who  is  afflicted.    The  diseases/are 
gonorrhea,  syphilis,  and  chancroid. 
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EXHIBIT  15 


REFERENCES 

Pamphlets 

City  of  Dallas  Health  Department 

"Is  your  Home  a  Safe  Place  for  your  Child  to  Live" 

Texas  Department  of  Health 

"The  ABCs  of  Good  Dental  Health" 


"Food  for  Fitness" 


"Ringworm" 

"What  is  Impetigo" 

Texts 


Nutrition  and  Diet  Theraphy,  Williams,   1973,  T.B.  Mosby  Company, 
St.  Louis. 

Patient  Care  Guidelines  for  Family  Nurse  Practitioners,  Hole, 
Greenbert,  Pickard,  Jr.,  M.D.'s,   1976  Little  Brown,  and  Company, 
Bos  ton. 

Slim  Chance  in  a  Fat  World,  Stuart  and  Davis,  1972,  Research  Press, 
Champaign,  Illinois. 

Textbook  of  Pediatric  Nursing,  Marlow,   1973,  4th  edition 
W.B.   Saunders  Company,  Philadelphia. 
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luwfay,  Decwwber  21  1976,  DAH.AS  IMS  HERALD 


Jewish  Women  to  he 


ogram 


with  hmi 


By  MAGGIE  KENNEDY 
Staff  Writer 


Starting  in  January,  11  trained  volunteers  from 
the  Greater  Dal]  is  Section,  National  Council  of  Jew- 
ish Women,  will  begin  involvement  in  a  medical 
screening  program  of  children  in  South  Dallas  and 
South  Oak  Cliff. 

The  project  will  mark  a  first  for  the  Texas  De- 
partment of  Public  Welfare  in  that  trained  volunteers 
will  do  actual  health  care  screening  and  testing  in  a 
state  and  federally  supported  program. 

DPW  officials  at  a  meeting  recently  at  the 
home  of  NCJW  section  president  Mrs.  Asher  Dreyfus 
Jr.  pointed  out  that  volunteers  have  been  utilized  in 
transportation  and  registration  aspects  of  the  project 
statewide  but  that  the  Dallas  project  will  be  the  first 
time  for  volunteers  to  serve  as  medical  screening 
assistants. 

The  DPW  project  will  have  mobile  medical 
screening  units  traveling  to  churches  and  community 
centers  in  an  effort  to  bring  better  health  care  and 
preventive  medicine  to  children,  from  birth  to  age  21, 
in  low-income  families. 

The  volunteers,  who  recently  were  graduated 
from  an  intensive  six-week  training  class,  will  give 
hearing  and  vision  tests  to  the  young  people,  check 
for  muscle  balance  and  motor  skill  development  as 
well  as  do  urine  testing,  blood  pressure,  weights  and 
measures. 

A  physician,  Dr.  George  Shelton,  and  a  nurse, 
Pat  Covington,  will  supervise  the  volunteers  and  han- 
dle more  complicated  medical  examinations  including 
blood  tests  and  checks  for  orthopedic  problems. 

Those  children  with  medical  problems  will  be 
referred  to  other  agencies  for  further  treatment  and 
care,  which  will  be  paid  for  by  Medicaid. 

The  screenings  are  free  to  those  children  living 
in  the  testing  areas  but  parents  must  make  appoint- 
ments for  the  services.  The  DPW- NCJW  team  hopes 
to  see  as  many  as  30  youngsters  a  day. 


The  first  screenings  will  be  held  from  8:30  a  m 
to  4.30  p.m.  Jan.  6  and  12  at  the  Park  South  YMCA, 
2500  Romine. 

"We  will  have  to  depend  on  social  workers  to  get 
out  and  beat  the  drums  for  us,"  said  Pat  Covington 
"They  will  either  call,  write  or  visit  families  personal- 
ly to  tell  them  about  the  screenings." 

Ms.  Covington  explained  that  the  neighborhood 
screenings  were  designed  so  that  most  families  would 
be  within  an  8-  to  12-block  radius  of  the  screening 
site  so  that  those  families  without  transportation 
could  walk  to  the  site.  However,  for  those  unable  to 
walk  a  van  will  be  available  to  bring  people  to  the 
screenings  and  take  them  home. 

Not  every  child  in  South  Dallas  and  South  Oak 
Cliff  will  be  eligible  for  the  project,  according  to 
DPW  health  coordinator  Donna  Hutcheson.  "DPW 
computers  will  select  those  families  and  children  who 
fall  into  the  project's  guidelines  and  the  parents  will 
be  notified  before  we  move  into  their  neie^,!y>r- 
hoods,"  she  said. 

The  screenings  will  be  held  one  day  a  week  in 
areas  divided  by  zip  codes  —  03,  08,  16,  24,  15,  32  and 
12.  Days  will  vary  with  availability  of  places  to  house 
the  screenings. 

Ms.  Covington  said  she  isn't  sure  what  medical 
problems  the  screening  team  will  find  but  that  prob- 
ably most  of  them  will  be  vision  and  hearing,  some 
orthopedic,  occasional  slow  development,  failure  to 
thrive,  malnutrition,  some  child  abuse  and  heart  mur- 
murs in  addition  to  sickle  cell  anemia,  syphilis,  lead 
poisoning  and  anemia. 

One  goal  of  the  project,  officially  called  Aid  in 
Medical  Screening  or  AIMS,  is  to  determine  if  the 
mobile  screenings  will  help  more  people  at  less  cost 
than  already  existing  health  care  programs,  Ms.  Hut- 
cheson explained. 

In  summing  up  the  involvement  of  the  Jewish 
women  in  the  project,  state  DPW  volunteer  coordina- 
tor Lucy  Hester  of  Austin  noted,  "Volunteering  is 
citizenship  at  its  best." 
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TABLES 
IN-HOME  SCREENING 


TABLE  1 
In-Home  Screening  Sample 


Fami 1 ies 

Individual s 

Number  Percent 

Number  Percent 

Total  eligibles                          56  100 

127  100 

Moved,  no  longer  eligible           28  50 

61  48 

Eligibles  to  be  screened            28  50 

66  52 

TA  DIC  0 
IMBLt  c 

In-Home  Sample  Distribution 

By  Subsector 

Subsector                       Number  of  Families 

Number  of  Recipients 

C-l  2 

4 

C-2  2 

4 

C-3  3 

11 

C-4  3 

4 

C-5  3 

9 

C-6  6 

9 

C-7  9 

25 

Totals  28 

66 
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TABLE  3 
In-Home  Screening  Results 


Fami 1 ies 

Individuals 

Number 

Percent 

Number 

Percent 

E  ngibles 

28 

100 

66 

100 

*Unable  to  contact 

12 

43 

32 

48 

^Contacted 

16 

57 

34 

52 

**Refused 

2 

13 

6 

19 

**Consented 

14 

87 

28 

82 

***Screened 

10 

72 

20 

72 

***Not  screened 

1 

7 

2 

7 

***Missed  appointments 

3 

21 

6 

21 

*As  a  percent  of  those  eligible 
**As  a  percent  of  those  contacted 
***As  a  percent  of  those  consenting 
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TABLE  4 
In-Home  Families  Screened 
Number  of  Contacts  Required 


Fami ly 

No.  of  home  visits 
until  first  contact 

Additional  contacts  to 
accomplish  screeninq 

Total 
Home 
Visits 

A 

2 

(Children  not  at  home, 
screening  appointment 
made  for  next  day. ) 

1 

3 

B 

1 

0 

1 

C 

1 

0 

1 

D 

4 

(Client  moved, 
neighbor  supplied 
next  address  on 
third  visit. ) 

2 

(Missed  first  screening 
appointment. ) 

6 

E 

1 

0 

1 

F 

1 

0 

1 

G 

2 

0 

2 

H 

1 

0 

1 

I 

1 

0 

1 

J 

2 

(Parent  not  available. 
Grandmother  set  up 
appointment  for  next 
day.) 

1 

3 

TOTALS 

16 

4 

20 

I 
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TABLE  5 
Health  Status  of  In-Home 
and  Screened  Recipients 


Fami ly 

Recipient  Family 
Members'  Ages 

Screening  Findings 

A 

11 

Sickle  cell  trait 

B 

10 
9 

"Cold"  symptoms,  caries 
Well  child 

r 

rillCC^Gj"    UIIUCl      LI  C CL  L 111 C 1 1  L 

D 

5 

Small  umbilical  hernia 

Tnpi  nn-i  n  [ ypf prvoH\ 
lucniy    in   |i  ctci  I  cu/j 

dental  caries,  immunized 

E 

6 
4 

1 

Well  child 
Well  child 

^rna  11   nmhiliral   h  pr n  i  a 

Well  child 

F 

14 

Abnormal  vision  (referred) 

hparlarhpc;     rii  771  np^^-unrlpr 

treatment,  dental  caries 

6 

6 

Paraplegia--under 
treatment 

H 

5 

3 
2 

"Cold"  symptoms,  dental 
car i  es 

Dental  caries 
"Cold"  symptoms 

I 

19 
4 
1 

Overweight,  wears  glasses 
Sickle  cell  trait 
Small  umbilical  hernia 

J 

17 
16 

Vaginal  discharge 
(referred),  astl.ma — under 
treatment,  wears  glasses 
Not  screened—out-of-town 

K 

3 

Well  child 
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ucii  i db  iri-nume  ;>iuay 


Exhibit  1  Interview  Number: 


Are  you  (name  of  respondent)? 

 Yes  >  SKIP  to  #3. 

 No 

Are  you  her  mother,  or  do  you  help  to  take  care  of  her  children? 
Yes  "    (RECORD  relationship:  


No 


(ASK  when  respondent  can  be  found  at  home,  and  then  end  Interview). 
INTRODUCTION:    Good  morning/afternoon.    My  name  is 


and  I  am  working  for  The  University  of  Texas  Medical  School. We  are 
interviewing  people  in  this  neighborhood  about  their  use  of  (Interviewer 
to  supply  name  of  screening  site)  during  the  past  year  and  we  would  like 
to  ask  you  some  questions  about  this.    The  interview  will  take  about 
10  minutes.    Your  name  was  given  to  us  by  the  Welfare  Department,  but 
your  participation  in  this  study  will  not  affect  your  eligibility  for 
health  and  social  services.    Your  answers  will  be  completely  confidential. 

Is  there  anyone  living  here  who  is  under  21? 

 Yes 

No  —  >   (PROBE:  Even  counting  yourself,  there's  no  one  under  21?) 

 Ves 

 No    End  interview 

How  many  are  there  under  21?  

How  old  are  they? 
1. 


3. 
4. 
5. 
6. 
7. 


(INTERVIEWER:  if  number  is  less  than  given  above,  PROBE  for  missing  ones) 


29? 


7.     In  the  past  year,  do  you  recall  anyone  from  the  Welfare  Department 
visiting  you  here  at  home  to  talk  to  you  about  having  a  medical 
checkup  for  your  children  at  (interviewer  to  supply  name  of 
screening  site)? 

  Yes 

  No  ^Did  anyone  at  the  Welfare  Office  talk  to  you  about 

a  checkup  at  (  )  for  your  children? 


  Yes 

  No 

.8.    What  have  you  heard  about  the  health  clinic  at  (  )? 

(Record  verbatim). 


IF  NOT  MENTIONED,  PROBE:    Do  you  know  what  kinds  of  people  work  at 

the  clinic? 

_  Yes  >  Who?  Nurses  only 

__Doctors  only 
 Doctors  and  Nurses 

  No 

Do  you  know  what  kinds  of  health  problems  they  check  for? 

 Yes  >  What  kind?  

No 


Do  you  know  how  much  it  costs? 
  Yes  ^  How  much? 


___  No 

9.    Has  anyone  invited  you  to  take  your  children  to  (screening  site)  to  have  a 
checkup  or  to  be  screened? 

 Yes 

No 
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10.    Have  you  ever  token  your  children  to  (  )  to  have  a 

checkup  or  to  be  screened? 

Yes 


No  >  Have  any  of  your  children  ever  had  a  complete  checkup 

(physical  examination  when  they  were  not  sick)  at  any 
other  location? 

 Yes  > Where? 

 No   >  SKIP  to  Question  #16. 


11.  Did  all  of  the  children  go,  or  just  some  of  them? 
 All 

 Some 

12.  When  was  the  last  time  they  had  a  screen  or  checkup? 

13.  Did  they  find  any  health  problems  that  needed  to  be  treated? 
 No  >  SKIP  to  Question  #15. 

Yes  >  What  did  you  do  about  this  (these)?    (Record  Verbatim) 


14.  ■  Is  the  problem  completely  fixed  up  (treated)  or  does  your  child  still 
have  the  problem? 

  Completely  treated 

  Sti 1 1  a  problem 


15.    All  things  considered,  would  you  say  that  it  was  worthwhile  for  you  to 
have  taken  your  children  for  a  checkup  or  to  be  screened? 

  Yes  >  Why?  


No  >  Why  not? 


16.    Are  there  any  things  that  make  it  difficult  for  you  to  take  your 
children  to  the  clinic  at  (  )? 

  No 

  Yes  >What?  


(PROBE :    Anything  else?) 
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IF  TRANSPORTATION  is  NOT  mentioned:     Is  transportation  a  problem? 


Yes 


No 


IF  CHILD  CARE  is  NOT  mentioned:     Is  it  difficult  to  takp  thp  rh^ 
cMl5^"BlC  be"USe  there  15  "°  °"e  el5e  * ^  care^tne^er" 


Ves 
No 


hLpAJI'Ne  IIME,iS  N°T  nient<oned:  Are  you  concerned  that  you  will 
ooctor^nuVse?0"9  "  ^  Cli"1C  bef°re  >™ 

  Yes 

No 


IF. MISSING  WORK  is  NOT  mentioned 
children  to  the  clinic? 


Yes 
No 


Do  you  have  to  miss  work  to  take  your 


IF  CLINIC  HOURS  are  NOT  mentioned:     Is  it  a  problem  for  Wn„  fn  *  l 
children  to  clinics  which  are  only  open  on  weekdays  fLTto  5?  ^ 

  Yes 

No 


Have  you  or  any  of  your  children  been  sick  in  the  past  three  months? 
No 

 ^  Who?  (Record  ages.) 


Yes 


What  was  the 
matter? 

(Record  Verbatim. ) 

Did  the  child 
receive  any 
treatment 
because  of 
this?  (Circle.  ) 

IF  YES,  By  whom 
or  whore? 

IF  NO,  Why  not? 
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Yes 
No 


Yes 
No 


Yes 
No 


Yes 
No 


18.  Have  you  yourself  had  a  complete  checkup  (physical  examination  when 
you  were  not  sick)  in  the  past  year? 

  Yes 

  No 

19.  Were  you  seeing  a  doctor  during  your  last  pregnancy? 
 No 

  Yoc    i    im$  In  what  month  did  you  first  see  the  doctor?   

How  often  did  you  go  after  that?   

20.  Have  you  or  any  of  your  children  been  to  a  dentist  in  the  past  year? 

No 


Yes  — 

— — *  Who?  (Record  ages.) 

Did  they  go  because 
of  a  toothache  or 
was  this  a  routine 

tooth- 
ache 

tooth- 
ache 

tooth- 
ache 

tooth- 
ache 

checkup?  (Circle.) 

checkup 

checkup 

checkup 

checkup 

21.    Do  you  have  a  family  doctor--a  doctor  that  your  children  see  regularly 
or  on  whom  you  can  depend  when  they  are  ill? 

  Yes 

_____  No  >If  one  of  your  children  were  ill  and  you  felt  they  needed 

to  see  a  doctor,  where  would  you  go  first  for  help?   


22.     In  the  case  of  the  serious  illness  (broken  bone  or  another  emergency)  of 
one  of  your  children,  where  would  you  go  first  for  help?   


23.    How  do  you  usually  get  your  children  to  the  doctor?  (PROBE,  IF  NECESSARY, 
family  automobile,  neighbor's  automobile,  bus,  etc.)   


24.     IF  THERE  IS  MORE  THAN  ONE  CHILD  IN  THE  HOME,  is  there.,someone  else  here 
like  a  grandmother  or  an  older  sister  to  care  for  your  other  children 
when  one  of  them  is  sick  and  needs  to  go  to  a  doctor? 

  Yes  Who?  (RECORD  relationship)   


No 
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25.    Do  you  hive  someone  that  you  can  call  upon  for  help  in  case  of  family 
problems,  accident  or  illness? 

  Yes  >  Who?  (RECORD  relationship)   

No 


THE  NEXT  QUESTIONS  ARE  ABOUT  YOUR  OPINIONS.     I  AM  GOING  TO  READ  TWO  STATEMENTS 
AND  I  WANT  YOU  TO  TELL  ME  WHICH  STATEMENT  YOU  PREFER.    THERE  ARE  NO  RIGHT  OR 
WRONG  ANSWERS  TO  THESE  QUESTIONS.     I  JUST  WANT  YOUR  OPINION. 

26.    Do  you  feel  that  people. who  watch  what  they  eat  and  take  care  of  themselves 
stay  healthier  than  those  who  do  not,  OR  do  you  think  that  good  health  is 
more  a  matter  of  good  luck? 

  Those  who  watch  stay  healthier 

  Health  more  a  matter  of  luck 

  Both  ways;  both  are  true 

  Don't  know,  no  answer 


27.    Do  you  think  it  is  possible  for  people  to  plan  how  many  children  they  will 
'have,  OR  are  there  too  many  things  that  can  happen  to  mess  up  those  kinds 
of  plans? 

Possible  to  plan  children 

  Too  many  things  mess  up  plans 

  Both  ways;  both  are  true 

  Don't  know,  no  answer 


28,     Do  you  feel  that  people  will  die  when  it  is  their  time  and  there  is  not 
much  that  can  be  done  about  it,  OR  that  by  taking  good  care  of  their 
health  people  can  generally  live  longer? 

  Die  when  time 

Take  good  care  and  prolong 

  Both  ways;  both  are  true 

  Don't  know,  no  answer 


29.    Do  you  think  that  it  is  worthwhile  for  people  to  get  checkups  when  they 
are  well,  OR  that  nothing  much  can  be  done  to  prevent  most  illnesses? 

  Checkups  worthwhile 

  Nothing  much  prevents  illness 

  Both  ways;  both  are  true 

  Don't  know,  no  answer 
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NOW,  LET  ME  ASK  YOU  SOME  QUESTIONS  ABOUT  YOU  AND  YOUR  FAMILY. 

30.  How  old  are  you?   

31.  What  is  your  marital  status? 

  Single 

  Married 

  Separated 

  Divorced 

  Widowed 

32.  How  many  grades  in  school  have  you  completed?   

33.  Are  you  in  school  now? 
  Yes 

  No 

34.  Do  you  work  part-time? 

•  No 

  Yes  What  kind  of  work  do  you  do?  

How  long  have  you  been  working  at  this  job?   

35.  Is  there  anything  else  about  these  questions  that  you  want  us  to  tell  the 
people  in  the  Welfare  Department  or  at  the  clinic?  Your  name  will  not  be 
mentioned.    (RECORD  VERBATIM.) 


THANK  YOU. 


a 
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Exhibit  2 
Survey  Letter 


The  University  of  Texas 

Health  Science  Center  at  San  Antonio 


7703  Floyd  Curl  Drive 


San  Antonio.  Texas  78284 


(512)  6%-6.39l 


NEIGHBORHOOD  HEALTH  SURVEY 


'he  Department  of  Human  Resources  (Welfare  Department)  is 
interested  in  finding  out  what  people  think  about  health 
services  for  children  in  this  neighborhood.    Your  name  was 
selected  at  random  from  a  list  of  households  which  they 
supplied  us  to  be  included  in  a  special  survey.  Within 
several  weeks,  an  interviewer  will  call  at  your  home  to  talk 
with  you  about  your  children's  health  and  the  medical  care 
they  have  received. 

Tne  interveiw  will  take  about  20  minutes  of  your  time. 
Everything  that  you  tell  the  interviewer  will  be  confidential, 
/our  identity  will  not  be  known  to  the  Welfare  Department  and 
your  eligibility  for  welfare  benefits  will  not  be  affected  by 
your  participation  in  this  study. 

If  you  would  like  more  information  about  the  survey,  call 
Nancy  Barbas  at  372-4671  (ext.  239).    She  will  be  happy  to 
answer  any  questions  you  may  have. 

Thank  you  for  your  cooperation. 

Sincerely, 


Dr.  Sue  Hoppe 
Assistant  Professor 
SH:kf 
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Exhibit  3 


THE  IN-HOME  INTERVIEW 


In  conjunction  with  the  in-home  screening  project,  a  special  study  was 
undertaken  to  determine  social-psychological  and  sociodemographic  characteristics 
of  program  acceptors  (i.e.,  clients  whose  children  were  screened)  and  program 
rejectors  (i.e.,  those  who  refused  screening  for  their  children  and  those  who 
initially  accepted  but  failed  to  keep  appointments).    The  research  built  on 
numerous  previous  studies  of  both  program  and  client  characteristics  influencing 
refusal  to  participate  in  a  program  and  broken  appointment  rates  (cf.,  e.g., 
Badgley,  1961;  Alpert,  1964;  Stine,  1968;  Hurtado,  1973).    Such  program  remedial 
factors  as  clinic  location  and  time  of  operation,  lack  of  transportation,  child 
care  needs,  and  cultural  and  language  differences  between  health  care  personnel 
and  clients  have  been  identified.    Relevant  client  characteristics  have  included 
low  socioeconomic  status,  low  educational  level  of  the  mother,  a  sense  of  help- 
lessness or  fatalism  and  an  associated  lack  of  preventive  planning,  rural -urban 
background,  and  marital  status,  among  others. 

Many  program  modifications  suggested  by  the  findings  of  these  studies  had 
been  incorporated  in  the  delivery  approach  of  the  Dallas  EPSDT  Project.  Indigenous 
outreach  workers,  letters  of  reminder,  transportation  service,  and  mobile  neighbor- 
hood sites  were  being  used.    While  a  majority  of  those  eligible  in  the  project  area 
responded  to  these  efforts  by  having  their  children  screened,  a  small  residual  did 
not.    Before  such  children  were  to  be  screened  at  home,  attempts  were  made  to 
interview  their  mothers  and  a  control  group  of  program  acceptors  to  determine 
whether  there  were  significant  differences  between  the  groups  that  might  suggest 
further  modifications  in  the  delivery  approach  that  would  reduce  the  number  of 
program  rejectors. 

Methodology 

Families  to  be  interviewed  were  selected  from  the  following  groups  of 
program  el igibles : 

Total 

Eligible  Sample  Number 

Families  Size  Interviewed 

A.  Those  contacted  in  both 

1976  and  1977  but  not 

screened  (in-home  eligible)  25  25  15 

B.  Those  contacted  in  1977  but 

not  screened  (in-home  eligible)     25  25  17 

C.  Those  contacted  in  both  years 
but  screened  only  in  1976 

(partial  rejectors)  15  15  9 

D.  Those  partially  screened  in 

1977  (partial  rejectors)  15  15  9 

E.  Those  screened  in  1977  (control)  408  45  35 
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Men- response  was  due  primarily  to  an  inability  to  locate  families  because 
they  had  changed  residence;  there  were  no  refusals.    The  find  rate  of  68  percent 
resulted  in  a  total  sample  size  [N  =  8f>)  considerably  smaller  that?  desired.  For 
the  purpose  of  analysis,  groups  A  and  B  (families  eligible  for  in-home  screening) 
and  groups  C  and  D  (partial  rejectors)  were  collapsed. 

A  short  questionnaire,  designed  to  elicit  the  following  kinds  of  information 
was  used: 

1)  scciodemographic  data; 

2)  knowledge  and  use  of  EPSDT  services; 

3)  health  status  and  use  of  other  health  care  services; 

4)  program  and  situational  barriers  to  health  cere  utilization;  and 

5)  attitudes  toward  prevention  in  matters  of  general  health. 

A  copy  cf  the  questionnaire  is  appended.    It  was  pretested  in  the  fall  of  1977; 
interviewing  began  in  January  1978,  and  continued  for  about  two  months  until  the 
end  of  March  1978.    Three  interviewers,  a  male  and  two  females-  were  hired  at  the 
outset.    Attrition  among  interviewers  was  high,  making  it  necessary  to  emnloy 
another  female  several  weeks  after  interviewing  had  begun.    Eighty-two  percent  of 
the  interviews  were  conducted  by  one  interviewer. 

Findings 

Table  1  shows  selected  sociodemographi c  characteristics  of  the  study  f ami  lie 
While  the  three  groups  were  very  similar  in  terms  of  average  family  size,  as 
measured  by  the  number  of  persons  per  household  under  21  years  of  age,  they 
differed  in  other  important  respects.    Interestingly,  mothers  in  the  in-home  and 
control  groups  closely  resembled  one  another;    they  were  somewhat  older  on  the 
average  than  the  partial  rejectors  and  a  substantially  smaller  proportion  of 
in-home  and  control  mothers  than  partial  rejectors  were  themselves  under  21.  A 
majority  cf  all  respondents—about  one-half  of  the  in-home  and  control  mothers 
and  almost  80  percent  of  the  partial  rejectors—reported  their  marital  status  as 
"single".    Approximately  23  percent  of  the  mothers  in  the  control  group  said  they 
were  "separated",  and  28  percent  of  those  in  the  in-home  group  said  they  were 
"divorced".    Less  than  one-half  of  the  mothers  in  any  of  the  three  crouos  had 
completed  high  school;  only  one-third  of  those  in  the  partial  rejector  croup  had 
done  so,  but  more  of  them  were  currently  enrolled  in  a  school  program.    A.  smaller 
proportion  of  partial  rejector  than  in-home  or  control  mothers  reported  to  an 
interviewer  that  they  were  currently  employed,  either  full  or  part-time  (11.1 
versus  21.9  and  17.1  percent,  respectively).    With  the  exception  of  one  Spanish 
surname  mother,  all  of  the  respondents  were  Black. 

Table  2  summarizes  information  elicited  about  the  respondents'  knowledge  of 
FPSDT  based  on  contact  with  an  outreach  worker,  conversations  with  friends  or 
relatives,  and/or  personal  experience  with  such  services  provided  at  Martin  Luthe 
King  and/or  the  mobile  neighborhood  site  near  which  the  family  resides.  Although 
all  of  the  families  had  at  sometime  in  the  past  been  visited  at  home  by  an  out- 
reach worker  to  talk  about  having  their  children  screened,  only  about  83  percent 
of  the  mothers  in  the  control  group  recalled  this  visit; 'even  fewer  of  those  in 
the  in-home  and  partial  rejector  groups  recalled  it  (68.8  and  61.1  percent, 
reLpecti vely) .    When  asked,  in  an  open-ended  manner,  "What  have  you  heard  about 
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the  health  clinic  at  [MLK  or  the  mobile  site  nearest  their  home]?",  mothers  in 
the  partial  rejector  group  most  frequently  responded  "nothing"  or  "not  much1 
(58.8  percent);  about  36  percent  of  the  mothers  in  the  in-home  group  ana  only 
25  percent  of  those  in  the  control  group  so  replied.    The  most  frequent  answer 
given  by  mothers  in  the  control  group  was  "It's  good"  or  "It's  fine"  (34.4  percent), 
almost  30  percent  of  the  mothers  in  the  partial  rejector  group  responded  with 
these  or  other  similar  positive  statements.    While  such  responses  are  positive 
and  indicate  general  approval  of  the  services,  they  are  nonetheless  vague  and 
the  likelihood  that  they  were  given  in  response  to  subtle  demand  characteristics 
of  the  interview  situation  cannot  be  ignored.    Mothers  in  the  in-home  and  control 
groups  demonstrated  more  precise  knowledge  than  those  in  the  partial  rejector 
group  of  what  EP5DT  services  are  all  about:    without  probing,  29  percent  of  the 
in-homes  and  22  percent  of  the  controls  said  "They  give  children  a  complete 
physical  Tcheck-up  or  exam]";  an  additional  six  percent  of  the  controls  used  the 
word  "screen"  to  describe  the  services  given.    Small  proportions  of  mothers  in 
the  in-home  and  control  groups  mentioned  that  they  had  heard  the  services  were 
"free"  (6.5  and  12.5  percent,  respectively)  and/or  that  dental  as  well  as  medical 
services  were  provided  (12.9  and  3.1  percent,  respectively).    Almost  10  percent 
of  the  mothers  in  the  in-home  group  said  they  thought  the  clinic  was  for  "shots" 
only,  probably  indicating  their  confusion  about  well-baby  care,  tPoDT,  and  other 
services  offered  at  MLK.    None  of  the  mothers  in  the  partial  rejector  group  and 
only  small  proportions  of  those  in  the  in-home  and  control  groups  mentioned 
negative  things  about  MLK;  these  were  primarily  complaints  about  the  long  waiting 
time. 

When  the  general  question  "What  have  you  heard  .  .  .?"  was  followed  with 
specific  probes,  response  patterns  emerged  which  seemed  highly  related  to  a 
family's  actual  experience  with  EPSDT  services  at  MLK  or  a  mobile  site.  Thirty 
percent  of  the  mothers  in  the  control  group,  for  example,  answered  that  the 
services  were  primarily  nurse-centered  when  asked  "Do  you  know  what  kinds  of  people 
work  at  the  clinic?"    Almost  90  percent  of  these  mothers  could  describe  the 
"kinds  of  health  problems  they  check  for":    about  24  percent  said  "everything", 
"all  kinds  of  problems";  15  percent  mentioned  one  kind  of  problem  ("childhood 
diseases",  "TB",  "teeth");  and  almost  one-half  were  highly  specific  in  their 
description  of  the  screening  process.    The  following  phrases  illustrate  the  latter; 

"...  eyes,  weight,  blood,  urine" 

".  .  .  ears,  infections,  eye'.,  disease,  blood  test" 

".  .  .  blood,  teeth,  eyes,  reflexes" 

"...  ears,  eyes,  blood  pressure,  throat,  teeth,  stomach,  back, 
urine,  problems,  pain'. 

Regardless  of  program  acceptance  status  (i.e.,  whether  in-home,  partial 
rejector,  or  control),  all  respondents  were  asked  whether  Or  not  they  had  ever 
taken  their  children  to  MLK  or  a  mobile  site  to  be  screened.    Table  3  shows  the 
answers  to  this  question  and  a  series  oi   related  ones.    Although  clinic  records 
indicated  that  no  children  in  the  in- home  group  had  been  screened,  more  than 
one-half  of  these  mothers  stated  that  they  had;  a^so  unexpectedly,  a  high  pro- 
portion but  not  all  of  the  mothers  in  the  control  group  said  their  children  had 
been  screened.    About  37  percent  of  the  in-home  mothers  who  reported  taking 
their  children  to  be  screened  said  that  all,  not  just  some,  of  their  children 
had  been  screened,  that  in  27  percent  of  these  children,  conditions  needing 
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tment  were  delected,  and  that  in  about  two-thirds  of  these  cases,  the 
tions  were  not  yet    esolved.    We  can  only  speculate  about  the  meaning  of 
these  results:    problems  of  recall  may  account  for  the  fact  that  not  all 
mothers  in  the  control  group  remembered  having  had  their  children  screened. 

is  more  difficult  to  explain  why  over  one-half  of  the  in-home  mothers 
reported  their  children  had  been  screened:    errors  in  clinic  records  are  possibl 
but  an  unlikely  explanation  for  the  number  of  such  cases  encountered;  soda! 
desirability  and  acquiescence  problems  deriving  from  the  interview  situation 
may  account  for  the  findings;  confusion  between  an  EPSDT  screen  and  other  check- 
up or  well-baby  care  a  child  may  have  received  at  MLK  or  elsewhere  is  a  probable 
contributing  factor. 

While  we  cannot  be  certain  that  the  satisfaction  with  services  expressed  by 
rcent  of  the  in-home  mothers  refers  to  an  EPSDT  screen,  it  is  notable  that 
94  percent  of  those  in  the  partial  rejector  and  control  groups  who  reported  that 
one  or  more  of  their  children  had  been  screened  felt  it  was  worthwhile.  About 
one-quarter  of  the  mothers  in  each  of  these  two  groups  felt  the  screen  was  worth 
because  "they  found  jroblems";  about  one-half  in  each  group  mentioned  the 
-tance  of  preventive  check-ups--"because  when  you  go  early,  maybe  you  live 
longer"  and  "because  things  can  be  wrong  that  don't  show"  were  typical  statements; 
about  one-sixth  in  each  group  mentioned  that  the  screen  was  worthwhile  because 
"the  examinations  was  more  thorough  than  at  the  doctor",  "they  take  so  many  tests", 
"the  check-up  was  good",  and  similar  remarks.    The  typical  reason  given  by  those 
who  felt  the  screen  was  not  worthwhile  was  "because  the  children  are  in  good  health" 

If  such  a  high  level  of  satisfaction  with  the  screen  was  expressed  by  mothers 
in  the  partial  rejector  group,  what  are  the  reasons  not  all  eligible  children  were 
screened  or  that  children  were  screened  in  1976  but  not  in  1977?    While  we  cannot 
arrive  at  a  definitive  answer  to  this  question  with  the  present  data,  Tables  4 
through  6  suggest  a  possible  line  of  reasoning.    Table  4  shows  responses  to  the 
question  "Are  there  any  things  that  make  it  difficult  for  you  to  take  your  children 
to  the  clinic  at  MLK  or  to  the  mobile  site?"    The  problem  most  frequently  mentioned 
by  mothers  in  the  partial  rejector  and  control  groups  was  transportation;  for  those 
in  the  in-home,  it  was  waiting  time.    About  one-fifth  of  the  mothers  in  all  groups 
said  clinic  hours  were  a  barrier  to  use  of  the  services:    scheduling  presented 
special  problems  for  mothers  in  the  in-home  group,  22  percent  of  whom  said  they 
would  have  to  miss  work  to  take  their  children  to  the  clinic.    Child  care  pre- 
2d  substantially  greater  problems  for  mothers  in  the  in-home  and  partial 
-Ctor  groups  than  for  the  controls,  despite  the  fact  that  mean  family  size 
and  age  composition  of  children  in  all  groups  were  similar  (Table  1).    In  cases 
of  family  problems  or  when  one  needs  someone  with  whom  to  talk,  the  mothers  in 
the  partial  rejector  group  more  frequently  than  others  said  they  had  no  one  upon 
whom  they  could  call  (33.3  percent  versus  18.8  and  5.7  for  the  in-home  and  control 
groups,  respectively).    They  also  demonstrated  somewhat  greater  feelings  of 
fatal ism--hel plessness  or  lack  of  control—over  matters  of  general  health  (see 
Table  5).    While,  with  one  exception,  their  responses  to  four  items  that  measured 
this  dimension  were  less  fatalistic  than  those  in  the  other  groups,  when  a 
composite  scale  score  was  computed  for  each  respondent,  about  28  percent  of  the 
mothers  in  the  partial  rejector  group  as  compared  with  22  percent  and  11  percent 
in  the  in-home  and  control  groups,  respectively,  could  be  considered  "highly 
fatalistic".    Fatalistic  attitudes,  which  have  been  shown  to  be  associated  with 
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the  use  of  preventive  health  services  (Morris,  et  al . ,  1966;  Gray,  et  al.,  1967), 

were,  as  predicted,  highest  among  mothers  in  the  in-home  and  partial  rejector 
grouns . 

Table  6  presents  findings  on  patterns  of  health  care  utilization  behavior 
which  seem  to  correlate  with  the  observed  social-pshchological  attitudes  of  the 
respondents.    Fewer  mothers  1n  the  partial  rejector  qroup  than  others  reported 
having  had  a  check-up  or  seeing  a  dentist  within  the  past  year,  and  a  greater 
proportion  said  they  had  received  no  prenatal  care  during  their  last  pregnancy. 
While  the  proportion  of  mothers  in  partial  rejector  and  control  groups  was  very 
similar,  all  of  the  former  and  only  one-half  of  the  latter  had  visited  a  dentist 
for  strictly  curative  reasons  (toothache,  etc.).    The  proportion  of  families 
in  the  partial  rejector  group  in  which  at  least  one  child  had  seen  a  dentist 
within  the  past  year  was  one-half  as  great  for  those  in  the  in-home  and  control 
groups  (16.7  versus  31.3  and  37.1  percent,  respectively). 

There  were  no  significant  differences  in  incidence  of  illness  within  the 
three  months  prior  to  interview  among  mothers  in  the  different  groups;  mothers 
in  the  partial  rejector  or  control  groups  were  only  somewhat  more  likely  than 
those  in  the  in-home  group  to  have  received  treatment  when  they  were  sick. 
Substantially  fewer  of  the  children  in  families  in  the  partial  rejector  group 
than  others  had  reportedly  been  sick  at  any  time  in  the  three  months  prior  to 
interview  and,  of  these,  all  had  received  treatment.    Most  mothers  in  the  in- 
home  group  depended  upon  private  physicians  for  advice  and  treatment  of  sick 
children;  mothers  in  the  control  group  relied  about  equally  on  private  physicians 
and  on  Parkland  or  Children's  Medical;  those  in  the  partial  rejector  group  most 
frequently  used  "Dallas  Osteopathic"  and  "Forest  Avenue"  Hospital  and  "Cedar 
Crest",  and  showed  the  least  reliance  on  private  physicians,  though  they  reported 
more  frequently  than  mothers  in  the  other  groups  that  they  had  a  "family  doctor". 


Summary  and  Conclusion 

Because  of  the  small  sample  size,  the  findings  of  this  study  cannot  be 
generalized  with  any  certainty.    However,  the  interesting  differences  between 
in-home,  partial  rejector,  and  control  families  which  were  found  suggest  a  need 
for  further  study,  possibly  of  a  prospective  nature,  to  develop  criteria  for 
prioritizing  case  finding. 

Surprisingly,  mothers  in  the  in-home  and  control  groups,  whom  we  had 
expected  to  be  quite  different,  were  similar  in  many  regards.    Mothers  in  the 
partial  rejector  group,  on  the  other  hand,  were  younger,  less  experienced 
parents,  more  of  whom  were  single,  less  educated,  and  unemployed.    They  seemed 
more  than  others  to  feel  that  they  had  little  control  over  their  lives  or  their 
health  (i.e.,  they  were  more  fatalistic)  and  they  were  least  likely  to  feel , that 
they  had  someone  upon  whom  they  could  cell  in  times  of  trouble.    This  complex  of 
characteristics  displayed  by  the  partial  rejectors  has  repeatedly  been  shown  in 
t-ie  literature  to  be  highly  related  to  problems  of  recruitment  to  and  continued 
use  of  health  services.    Consistent  with  this,  mothers  in  the  partial  rejector 
group  had  received  less  preventive  care  than  others  in  the  recent  past  and  they 
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demonstrated  the  lowest  level  of  knowledge  of  EPSDT  services.    For  this  group 
of  mothers,  such  personal  factors  appeared  to  be  the  most  important  barriers 

to  the  use  of  health  services;  for  mothers  in  the  in-home  group,  program  factors 
(i.e.,  transportation,  waiting  time)  presented  the  greatest  obstacles  to 
screen inq. 


305 


Table  1 

Socf odemographic  Characteristics  of  the  Study  Families 


In- Home 
(N  =  32) 

Partial 
Rejectors 
(N  =  18) 

Control 
(N  =  35) 

Mean  number  of  persons  in  household 

under  21 

2.9 

2.8 

3.0 

★ 

Age  of  mother  (or  caretaker  ) 

Mean 

31.  f 

25.6 

31. 3a 

Range 

18-75 

17-49 

15-80 

%  Under  21 

21.9 

35.3 

21.2 

Marital  Status 

%  Single 

50.0 

77.8 

54.3 

%  Married 

6.3 

8.6 

%  Separated 

15.6 

5.6 

22.9 

%  Divorced 

28.1 

11.1 

5.7 

%  Widowed 

5.6 

8.6 

Education 

%  Completed  12  or  more  grades 

45.2 

33.3 

44.1 

%  In  school 

6.3 

27.8 

17.1 

%  Currently  employed 

21.9 

11.1 

17.1 

* 

In  four  cases,  caretakers  were  grandparents. 


aMean  significantly  different  from  that  of  the  partial  rejectors  at  the 
.05  level. 
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Table  2 
Knowledge  of  EPSDT  Services 


Partial 

In 

-Home 

Rejectors 

Control 

(N 

32) 

(H  = 

18) 
to; 

(N  =  35) 

%  Recall  horne  visit  by  outreach  worker 

to  talk  about  screening 

68 

.8 

61 

.1 

82. 9 

What  respondent  has  heard  about 

screening  site* 

*  Nothing 

%    It  s  good  ,  or  other 

35 

•  -J 

58 

a 

cb .  U 

positive  response 

12 

.9 

29 

,4 

34. 4 

%  Check-up,  exam,  or  complete 

physical 

29 

.0 

5 

.9 

21.9 

*  ocreen 

— - 

0.  O 

A>  r  ree 

6 

•  -J 

1 1 .  D 

*  uenta i  services 

12 

.9 

3.  1 

*  ono  us  on i y 

9 

.7 

-■ 

%  Negative  responses 

3 

.2 

-- 

6.3 

How  clinic  is  staffed 

%  Nurses 

6 

.5 

22. 

2 

OA  A 
JU.  U 

%  Nurses  and  Doctors 

48 

.4 

38. 

9 

DO.  7 

%  UK 

45 

.2 

38. 

9 

3.3 

Types  of  problems  for  which  they  check 

t  Everything,  complete  physical 

22 

6 

16. 

7 

24.2 

%  Mentioning  one  problem 

12 

9 

15.4 

%  Mentioning  several  problems 

16 

1 

33. 

3 

48.5 

%  DK 

48 

4 

50. 

0 

12.1 

Cost 

%  Nothing 

19. 

4 

22. 

2 

27.3 

%  Based  on  income 

3. 

2 

%  DK 

77. 

4 

77. 

8 

72.7 

* 

Proportions  do  not  sum  to  100  because  of  multiple  responses. 
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Table  3 
The  Screen 


In- 

(N 

-Home 
=  32) 

Partial 
Rejectors 
(N  =  18) 

Control 
(N  *  35) 

%  Had  ever  taken  children  to  be  screened 

53.1 

83.3 

94.3 

%  Who  took  all  children  for  screen 

36.8 

81.3 

85.3 

%  In  which  problems  were  found 

27.3 

17.6 

41.2 

%  In  which  problems  not  yet 
resol ved 

66.7 

100.0 

46.2 

%  Who  thought  screen  was  worthwhile 

90.9 

94.1 

94.1 
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Table  4 

Barriers  to  the  Use  of  Health  Services 


I n-Home 

All      1  IVll  IV 

(N  =  32) 

Partial 
Rp  i  prtnr^ 
(N  =  18) 

Control 
(N  =  35) 

Rpnnrtpfi  nrnhl  pm<; 

%  Tra  n^nnrta  t i  on 

34  4 

27  8 

40  0 

%  Child  care,  if  more  than 

one  child 

15.4 

21.4 

3.3 

%  Waiting  time 

40.6 

16.7 

22.9 

%  Missing  work 

21.9 

11.1 

8.6 

%  Clinic  hours 

18.8 

22.2 

17.1 

Person,  to  call  on  in  case  of 

family  problems 

%  No  one 

18.8 

33.3 

5.7 

%  Friend 

12.5 

16.7 

25.7 

%  Relative 

68.8 

50.0 

98.6 
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Table  5 


Social -Psychological  Attitudes  Toward 
Health  and  Health  Behavior 


In- Home 


(N  =  32) 


Partial 
Rejectors 
(N  =  18) 


Control 


(N  =  35) 


Do  you  feel  that  people  who  watch  what 
they  eat  and  take  care  of  themselves  stay 
healthier  than  those  who  do  not,  OR 
do  you  think  that  good  health  is  more 
a  matter  of  luck?* 

%  Fatalistic  responses  16.1  6.3  23.5 


Do  you  think  it  is  possible  for  people 
to  plan  'how  many  children  they  will 
have,  OR  are  there  too  many  things  that 
can  happen  to  mess  up  those  kinds  of 
plans?* 

%  Fatalistic  responses  58.6  50.0  39.4 


Do  you  feel  that  people  will  die  when 
it  is  their  tirre  and  there  is  not 
much  that  can  be  done  about  it,  OR 
that  by  taking  good  care  of  their  health 
people  can  generally  live  longer?* 

%  Fatalistic  responses  43.8  58.8  40.0 


Do  you  think  that  it  is  worthwhile  for 
people  to  get  checkups  when  they  are 
well,  OR  that  nothing  much  can  be 
done  to  prevent  most  illnesses? 

%  Fatalistic  responses  9.7  6.3  5.7 


%  Highly  fatalistic 


21.9 


27.8 


11.4 


*Bullough  (1972). 
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Table  6 


Health  Status  and  Health  Care 
Utilization 


In- Home 
(N  =  32) 

Partial 
Rejection 
(N  =  18) 

Control 
(N  =  35) 

%  Mothers  (or  caretakers)  sick 
in  the  past  3  months 

31.3 

33.3 

34.3 

%  Sick  mothers  who  received 
treatment 

60.0 

66.7 

66.7 

%  With  children  sick  in  the  past 
3  months 

59.4 

33.3 

60.0 

%  With  sick  children  who 
-received  treatment 

68.4 

100.0 

81.0 

Place  children  treated 
%  Private  doctor 
%  Parkland/Children's  Medical 
%  Other 

69.2 
30.8 

16.7 
33.3 
50.0 

41.2 
41.2 
17.6 

%  Mothers  who  had  a  check-up  in  the 
past  year 

40.6 

33.3 

42.9 

%  Mothers  receiving  no  prenatal  care 
during  last  pregnancy 

10.0 

16.7 

12.9 

%  Mothers  who  had  seen  a  dentist  in 
the  past  year 

28.1 

16.7 

17.1 

%  With  at  least  one  child  who  had 
seen  a  dentist  in  the  past  year 

31 .3 

16.7 

37.1 

%  With  family  doctor 

59.4 

61.1 

48.6 

%  Who  depend  on  Parkland  in  cases 
of  serious  illness 

76.9 

85.7 

66.7 
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EXHIBIT  4 


State  Department  of  Public  Welfare 

230-A  Lancaster-Kiest  Shopping  Center  -  Dallas,  Texac.  75216 


MONU  VOWLI  I 


BOARD  MEMBERS 


GEORGE  A  BUTLER 


Z1  M(U  A  N  HOUSTON 


Mil  MAR  O  MOORI 


January  26,  1978 


JAMIL  H    LLf  MINTS 


Dear  Ms. 


A  medical  screening  team  will  be  in  your  neighborhood  within  a  few  weeks  to 
discuss  doing  a  complete  physical  examination  on  your  children  in  your  home. 
The  examination  will  include  such  tests  as:    vision  and  hearing,  height  and 
weight  measurements,  and  developmental  assessment. 

Your  children  eligible  for  this  free  service  are  . 

Your  cooperation  will  be  beneficial  to  you  and  your  children's  future 
health  care. 

If  you  have  any  questions,  please  call  372-4671,  extension  346. 


Pat  Covington,  R.N. 
Health  Supervisor 


PC:akr 


AN  EQUAL   OPPORTUNITY  FMPI.OVER' 


EXHIBIT  5 


State  Department  of  Public  Welfare 

230-A  Lancaster-Kiest  Shopping  Center  -  Dallas,  Texas  75216 


RAYMOND  VOWLLI. 

t  OMMI'.MONf  fv 

BOARD  MEMBERS 

GEORGE  A  I1IJTLER 
I.K  Al  Itu  AN,  HOUSTON 

HILMAR  G  MOORC 

March  20,  1978  mcHNONU 

JAMIE  H  CLEMENTS 


Dear  Ms. 

We  have  been  unable  to  find  you  at  home  the  last  several  times  we  have  cone 
by.    If  you  are  interested  in  your  children  receiving  a  physical  examination 
(height,  weight,  vision  and  hearing  testing,  development  assessment, 
urinalysis,  and  physical  assessment)  in  your  home,  please  call  so  we  can  set 
up  a  convenient  appointment.    This  must  be  before  April  10,  1978. 

Sincerely, 


Patricia  Covington,  R.N. 
372-4671,  extension  346 


AN  LQUA1    OPPOHTUNI  i  y  EMPLOYER' 
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TABLES 
YOUNG  ADULT  CLINICS 
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TABLE  4 

Young  Adult  Clinic 
Research  Sample  Data 
Three  Appointment  Series 
Recipients  Scheduled  and  Showed 


Families  Oct.  1976--June  1977  Individuals 


Total  #  of  families  for  whom 
one  appointment  made 

123 

Total  #  of  young  adults  for  whom 
one  appointment  made 

196 

_ m        1*1/1                f         i—                **t*                           1                       1  1 

Total  #  of  families  who  showed 
for  first  appointment 

64 

Total  #  of  young  adults  who  showed 
for  first  appointment 

97 

Family  first  appointment 
show-rate 

52% 

Young  adult  first  appointment 
show-rate 

49% 

Total  #  of  families  for  whom 
two  appointments  made 

16 

Total  #  of  young  adults  for  whom 
two  appointmens  made 

27 

Total  #  of  families  who  showed 
for  second  appointment 

6 

Total  #  of  young  adults  who  showed 
for  second  appointment 

8 

Family  second  appointment 
show-rate 

37% 

Young  adult  second  appointment 
show-rate 

30% 

Total  #  of  families  for  whom 
three  appointments  made 

0 

Total  #  of  young  adults  for  whom 
three  appointments  made 

0 

Total  #  of  families  who  showed 
for  third  appointment 

0 

Total  #  of  young  adults  who 
offered  for  ttiird  appointment 

0 

Family  third  appointment 
show-rate 

0% 

Young  adult  third  appointment 
show-rate 

0% 

Overall  total  #  of  families 
appointed 

123 

Overall  total  #  of  young  adults 
appointed  (in  series) 

223 

Overall  total  #  of  families 
who  showed 

70 

Overall  total  #  of  young  adults 
who  showed 

105 

Overall  show  rate  for  families 
appointed  into  the  Young 
Adult  Clinic 

57% 

Overall  show-rate  for  young 
adults  appointed  into  the 
Young  Adult  CI inic 

47% 
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TABLE  7 

Young  Adult  Volunteers 
Results  of  Telephone  Reminder 


Month 

Show  Rate  of  Those  Receiving 
Telephone  Reminder 

Show  Rate  of  Those  Not 
Receiving  Telephone 
Reminder 

December 

61% 

23% 

January 

13 

82 

February 

94 

43 

March 

65 

25 

April 

64 

8 

May 

82 

35 

June 

91 

22 

TOTALS:  67 

34 
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EXHIBITS 
YOUNG  ADULT  CLINIC 


EXHIBIT  1 


ri? 


r-  ' 


/a) 


e 


\ 


(  V 


6  > 


V 


/ 


Dear \ Ms 


i 


J 


for  your  children  to  have  their  yearly  checkup'  throuqh 


It' I-  again  time 

the  FPlSDT  program- 
\ 

riijce  you  have  a  young  adult  (aoe  13  throuqh  ?0)  in  your  family  we  are 
offering  an  opportunity  to  participate  in  an  exciting  screening/program  desioned 
specially  for\the»T.    They  will  receive  information  about  the /few  Voting  Adult 
Hinic  in  the  mad  1  soon.  /' 

"ill  you  please  ask  them  whether  he  or  she  would  liie  to  go  to  the  regular 
clinic  or  to  the  o\ie  especially  for  thorn?  ^ 

I  will  contact\you  to  discuss  this  and  to  schedule  al clinic  appointment. 


Sincere! v. 


\ 

i 

\ 

.J 


\ 


State  Department  <,f  Public  Welfare 

Lancaster-Iciest  Shopping  renter 
Hal  la:- ,  Texas    /  7"'?16 
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EXHIBIT  2 


Dear 

Perhaps  you  know  about  the  exciting  new  Young  Adult  Clinic. 
This  is  a  chance  for  you  to  get  a  yearly  physical  exam,  The 
clinic  is  exclusively  for  young  adults. 

While  there,  you  also  can  talk  to  some  people  about  things  that 
might  interest  you.    They  can  answer  your  questions  and  help  you  in 


P 


4? 


such  areas  as  family  planning,  money  for  advancing  your  education,  dealing 
with  any  "hang-ups,"  and  so  on. 


We  would  like  for  you  to  talk  with  your  parent  about  this  opportunity. 
1  will  be  visiting  in  your  home  soon  to  find  out  if  you  can  go  to  the 
Young  Adult  Clinic-,  I  hope  you  will.  | 


State  Department  of  Public  Welfare  AkJ^ 

230-A.  Lancaster-Kiest  Shopping  Center  jJI H 
jpit  Dallas,  Texas  75216 

e  miis<&e  * 


Dear 


Thank  you  for  encouraging   _  ^° 

come  to  the  Young  Adult  Clinic.    The  appointment  is  set  for   

 .  at  the  Harris  Clinic.    I  am  sure  that  it 

will  offer  personalized  service  to  help  maintain  good  health.  I  hope 
your  family  likes  the  idea  of  the  Young  Adult  Clinic  and  continues  to 
support  it.    If  I  can  be  of  further  service  let  me  know. 


Ctate  Department  of  Public  Welfare 
230- Lancaster-Kiest  Shopping  Center 
Dallas,  Texas  75?16 

P.S.  Re  sure  to  send  the  signed  parent  consent  form,  and  the  current 
green  Medicaid  card  with  your  younn  adult  fs)  to  the  clinic. 
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EXHIBIT  4 


1  c^=sc^aw 


■:ear 


.?<■'  I  am  happy  you  car  come  to  the  Yon 

PIP  c .  !arrir,  Shopping  Center.     things  are  n 

Your  appointment  time  is  .'t  _ 

I  hope  you  f,njoy  talking  to  the  people  there. 

srr  glad  to  have  this  chance  to  serve  v< 


State  Pepartment  of  Public  Welfare 
?30-'r.  Lancaster-Kiest  Shoppinq  Center 
Pal  las,  Texas  75?16 


r  c. .  Re  sure  you  hring  the  signed  parent  coriser 
'no  the  current  month's  green  paper  %.r!irair!  c?.r 
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EXHIBIT  5 


FACT  SHEET: 


YOUNG  ADULT  CLINIC 


ADDRESS 


t.'!  lice: 


CI tnic : 


230-A  Lancaster-Kiest  Shopping  Center 
Dallas,  Texas 


A.  Haf  r if?  Shopping  On!  <■  r 
Dallas,  Texas 


PHONE 


372-4671 


SERVICES 


Free  physical  examination.     In  addition,   ten  community  agencies  are 
located  at   the  clinic;   they  offer  a  wide  range  of  services  including 
education,   family  planning,  etc. 

ELIGIBILITY 

Young  Adult.6   (.1.3-20)     living  in  the  Oak  Cliff  area   (zip  codes  7520  3, 
"3208,   752]'";,   an:!   73224)  whose   families  receive  Aid  to  Kaiui  lie:;  with  ::• 
Children   (AFDC)   from  the  Texas  Department  of  Public  Welfare . 


Gerald  Jincs ,  Coordinator 

Yo  un  g  Adult  C  I  i.  n  i  c 

Texas  Department  of  Public  Welfare 

230-A  Lane  as  t.  e  r-Ki  e  s  t  Shopping  Center 

Dallas,  Texas  75216 

372-4671,  ext.  273 


FOR  FURTHER  INFORMATION  CONTACT: 
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CLIENT 


Announcer  ( 60) 

Most  Your:,",  Adults  hove  a   lot   of  quo;?t  ion;-   ohout   how  ther'i    ';•■•■<■■••  v  <t  . 
Questions  about  prognnncy---wh.it  part:  <•«[   f'\\c-  men's  1 1  a  a  I   r'v.jh   •  »•  "•  . :  .•"  .' 
Mow  old  do  you  have   to  be  to  get  pregnant?     Questions  about    '.  p  -    m  a 
woman  have  it  wi.  th-oufc  knowing  it?     Can  a  nan  ?     Where  ffo  v.  i  ;  •  a    ?!  ■  • 
answers?       Teenagers  in  South  Oak  Cliff  whose  f  air,  i.  !  i  <•  .   rrca'vp  a  i  < 
from  the  Texas  Department  of  Public  Welfare  can  go  to  the  Young  Adult 
Clinic   in  the  A.   Harris  Shopping  Cent    r.     The  Young  Aduli    Clinic  can 
tell  you  everything  you  always  wanted  to  know  about  you  b'Kiy.  Th- 
Clinic  provides   free  information  and  counseling,   and  a  complete  phv.;  i  eal 
e  xaraina  t  ion —  a  I  s  o  free.     It's  all  confidential.     For  an  appoi  nt'nrn  ■  ,  call 
the  Young  Adult  Clinic  at  372-4671.     The  Young  Adult  Clinic,   372-467-1  .    in  the 
A.   Harris  Center  a   free  service  of  the  Texas  Department   oi   Public    Well  ire . 


FOR  FURTHER  INFORMATION ,  CONTACT 

Gerald  Jines,  Coordinator 
Young  Adult  Clinic 

Texas  Department  of  Public  Welfare 
372-4671*    Ext.  273 

Clinic:   A.   Harris  Shopping  Center 
Health  Dept.  Offices 
Dallas,  Texas 
372-4671 

Office :    230-A  Lancas ter-Kies t  Shopping  Center 
Da  1  las  ,  Texas 
.3  72-4671     Ext.   2  73 
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CLIENT:     YOUNG  ADULT  CLINIC 


ANNOUNCER  ( TO ) 

If  you're  a  teenager  ana  you  need  a  medical  exam  with   '   !,•       i  Mg  ;v  i  •■cija  1 
and  private — birth  control  ,  pregnancy,  VD — c#Sll  the  '     M  •:  •  Depart  n<-«{  ' 
Young  Adult;  Clinic,   372-4671.     The  Young  Adult  CI*  rue   in  the  A.  M.irri: 
Shopping  Center  offers  free  confidential   medical  exam.     The  Young  Adult 
Clinic  is   for  Oak  Cliff  teenagers  whose   fan!!  lies   receive  A I  DC .      If  you 
qualify,   call    the  Young  Adult  Clinic   in  the  A.     darn's  ('enter,  37>'i(dl. 
Free  medical  help  that's  just   for  you, 


FOR  FURTHER   INFORMATION.  CONTACT 

Ge  raid  J  i  ne s  ,   Coord  i  na  t. or 
Young  Adul  t.  Clinic 

Texas  Department  of  Public  Welfare 
372-4671     Ext.  273 

Clinic  :     A.    ija'rris  Shopping  Center 
Health  Dept.  Offices 
Da  1  las  ,  Texas 

372-4671 

Office  :     230-A  Lancas ter-Kies t  Shopping  Center 
Da  lias,  Texas 
372-4671     F.xt.  273 
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CLIENT:-    YOUNG  ADULT  CLINIC 


ANNOUNCER  (15) 


Young  Adults  in  Oak  Cliff  can  get   f roc.  medical  check-up  °.  by  calling  t)v. 
Young  Adult  Clinic,   377-4671.     The  service    is   free  and  confidential. 
That's  the  Young  Adult  Clinic  at  the  A.  Harris  Shopping  Center.  Call 
372-4671. 


FOR  FURTHER  INFORMATION,  CONTACT 

Gerald  Jines,  Coordinator 
Young  Adult  Clinic 

Texas  Department  of  Public  Welfare 
372-46  71     Ext.  2  73 

Clinic:     A.  Harris  Shopping  Center 
Health  Dept.  Offices 
Dallas,  Texas 

Office:     ?30-A  Lancaster-Kiest  Shopping  Center 
Dallas,  Texas 
372-4671     Ext.  273 
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tXHlbll  6 


RECE.1VFC 


CITY  OF  DALLAS 


/.I 


'.■•:']''  Jin1"4" 

."  -A  I  T  r.-Vl  ?V*  r— 7 

»      -  -  ' 


rt  .lop/r.r 


Merger 


Th's  7?SD?  n»di cal  screening  clinics  snor.sored  by  City  of  Dalles,  Health 
*"  eheri"-':  -n't  "-r~  flossed  to  coordinate    their  effort r  v"  th  *hooo  of  tbc 
"~r."-'?  P  aline  Project.*    The  city  health  depart;.".-      ~  „°J£!  ?  pre/'- 'a; 

•  -r  • r: ■•  to  rarti  create  in  ■-,  screeninr  clinic  adanted  . 


3  cn  c-y 


•>  ...» •i.li"  for  7. 
>r  re.nth  at  Karris~Ps.k  Sllff  v>!th  cenv-r. 


r~'.".i ~  e,c>*<;,oriv",r  clinic  innovation  is  scheduled  to  ooersio  for  a  Q  r.or.t'^ 
tr!,*l  7  -rV.ro  e:^er;Ung  fro™-  October,  197 A,  t'hrp^jjh'iTurv?,  1977.    The  sor- 
v.-  t -.ill  function  just  as  in  screen.-,  n*  clinics  open  to  ell  ayes  I e1  r 
"i  ye-:  re,  how  jvor  additional  services  aimed  at  teenay  -e\-  are  to  be  hd<*  ed 
te  th  ?  clinic  by  e rra neon en t  of  the  I'rbnn  Hall 35  Fro  i  ""■'"t.  subject  to 
approval  by  the  health  department* 

*ve  look  forvierd  to  working  irifch  the  Urban  Dall** s  Project  in  irtnrcvi 

the  health  of  Pall?.-  children. 


oerely, 


O  » 


1  0 

"-rev  'Jhlt-ei  M.P. 
r?S!)'T  Prorran  Director 
City  of  Dallas  Health  Pept, 

rr^/mj 

cc:  P.  Lowell  Perry,  M.D. 


•  ***••«-»•*>  ««"  ntiftt       u«r  *  »  *rt  i 


*c  trvAe  tcvic      rr»  cr>» 


EXHIBIT  7 


January  7,  19/7 


Mr.  Jerald  Jines 

EPSDT  Urban  Dallas  Project 

230-A  Lancaster  Kiest  Shopping  Center 

Dallas,  Texas  75216 

Dear  Jerald: 

Enclosed  is  the  information  you  and  Donna  Hutchescn  requested  in  our 
recent  meeting,  of  January  4,  1977. 

If  additional  information  is  needed,  please  contact  me. 
Sincerely, 


Cynthia  L.  Bursey 
Cconunity  Educator 


Enclosures :  4 


CLB/sl 


BOARD  OF  TRUSTEES 


Mrs.  William  A  McK»n:i, 


GULD  ALID  ADOLESCENT  MENTAL  HEALTH  SERVIQ-S 

(COCAPE) 


CcCare  is  a  mental  health  facility  for  children  and  adolescents ,  ages 
0-13  years,  and  their  families  who  may  haw  emotional  and/or  behavioral 
difficulties.    These  stressful  situations  may  take  the  form  of  repeated 
temper  outbursts,  crying  spells,  extreme  withdrawn  behavior  or  isolation, 
learning  difficulties  or  disciplinary  problems  in  children.  Adolescents, 
however,  may  develop  anxieties  around  poor  peer  relationships ,  conflicts 
with  parents  and/or  friends,  minor  drug  usage  and  difficulties  involving 
problems  with  the  opposite  sex. 

The  CoCare  representative  and  the  Young  Adult  Clinic  can  work  jointly 
in  acquainting  the  corrinunity  of  the  agency's  function,  refer  appropriate 
perscns  for  services,  do  crisis  intervention,  if  needed,  combat  the  old 
mental  health  myth,  and  keep  other  agencies  aware  of  any  policy  and/or 
procedural  changes. 


EXHIBIT  8 

i\!emorandum  j  '  L,  . ,  r\+ ,  n~  ■ 

I^,#ALLA3  LilTY  U  N 

Health  Prggh 


date      January  7,  1976 

to      Gerald  Jines 

EPSDT  Urban  Dallas  Project 

su8J5ct      Dental  Health:    YAC  Objectives 

The  Dallas  City  Dental  Health  Program  can  serve  the  "Young  Adult  Clinic" 
by  providing  dental  health  education.     Our  goal  will  bo  to  motivate  young 
people  to  take  the  necessary  steps  to  attain  clean  and  healthy  mouths.  To 
help  achieve  dental  awareness  we  feel  the  following  objectives  are  require 

I.  Teach  Preventive  Dentistry 

a.  Awareness  of  the  most  common  dental  diseases 

(1)  What  cause  these  diseases 

(2)  What  effect  these  diseases  have  on  total  body  health 

b.  Plaque  Control 

(1)  Brushing 

(2)  Flossing 

(3)  Disclosing 

(4)  Dental  Nutrition 

II.  Encourage  Dental  Visits 

III.  Plan  Community  Programs 

a.  Give  ideas  to  help  promote  the  YAC  and  dental  health 

b.  Work  with  other  agencies  in  planning  activities  for 
those  young  people  that  participate  in  the  clinic 

The  cost  and  effect  of  our  participation  will  be  based  on  the  number  of 
scheduled  patients  seen,  number  of  patients  referred  to  a  social  worker 
for  information  on  dental  services,  and  the  number  of  patients  that  return 
for  a  follow-up  visit.     Enclosed  is  the  type  of  data  we  will  keep  on  each 
patient . 


Jerry  Jackson 

Dental  Health  Educator 


3626  NORTH  HALL  STREET     •    SUITE  720     •     DALLAS.  TEXAS  75219     •  214/522-7400 


vol:g  adult  cli::i': 


Example  of  the  c  lent  referral   form  used  by  the  dent.-'.  1    teeh'n  i  <'  i  an 


;>resentat  ive 

from  t 

he  Dallas  City  Dental  Ilea  1th  Ed 

iicn  t  i  on  1  roftram : 

'.'arre 

Address 



Age 

Date  of 

A  ppo I n V en t 

Oral 

Hyg  i  ene 
Noted 

Type  of  Oral  Hygiene  Instruction 
Given  to  Patient 

Cornn:ents  on  Patient's 
Home  Care 

Good 

Fair 

Poor 

i 

i 

DCDHl'  t</7rJ 
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EXHIBIT  9 


Educational  Opportunity  Center 

Dallas  County  Community  College  District 


September  27,    197  6 


Mr  .  Gor  al  i  J  ines 

Inform n t i -j n  Specialist 

E? SDT  U r  b  i  n  Dal la  s  Pr  o j ec  t 

Department:  of  Public  Welfare 

2 3*0- A  Laneaster-Kiest 


>■  i  '         J  Shopping  Center 

**  +  _        Dallas,  TX  75216 


near  Gerald 


Pursuant  Lp  Septeiujer  15,  1976,  letter,  following 
t he  in f or r.:a  t io n  you  r equ e s t ec! : 


]..     The  service   EOC  offers  is  inf or  mat ion  or. 
•   .'["'"\\L  post -secondary  educational  bppor tunft 5  cv- 

|    ~  •  ;l  (brochure  enclosed). 


r «;.-<>,  In  !;'->:;r( 

VV   ll  f  I'.'t  y  <!! 


,  .  2.     EOC  will  have  a  staff  person  available  to 

6tssa^:--_  talk  with  individuals  or  small  groups  in 

addition  to  making  post-secondary  educa- 
tion literature  available.     We  have  a 
film  strip  "From  High  School  to  College" 
that  can  be  presented. 

3.     A  table  and  chairs  should  be  all  that:  we 
need.     If  the  film  strip  can  be  presented 
please  let  me  know, 

If  you  have  questions,  please  let  me  know. 

Sincerely, 

. —  ■"  /  •/ 

L.  Herrera 
Assistant  Director 

cam 

Enclosure 
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EXHIBIT  10 


TEXAS  AGRICULTURAL  EXTENSION  SERVICE 
THE  TEXAS  A&M  UNIVERSITY  SYSTEM 


2331  Poplar  Street 
Dallas,  Texas  75215 
January  14,  1976 


Mr.  Gerald  Jines 

YAC  Coordinator 

EPSDT  Urban  Dallas  Project 

230-A  Lancaster-Kiest  Shopping  Center 

Dallas,  Texas  75216 

Dear  Mr,  Jir;?s: 


Our  purpose  in  the  Expanded  Nutrition  Program  is  to  teach  Foods  and 
Nutrition  to  United  resource  families. 

If  you  can  enroll  2  to  3  families  each  time  we  attend  a  clinic  day 
we  feel  we  have  benefited. 

The  records  we  keep  on  each  family  consist  of  basis  information  like 

name,  age,  sex,  and  educational  status  of  each  member. 

A  dietary  recall  for  24  hours  on  the  mother  and  the  amount  spent  for 

food  and  food  stamps  for  those  receiving  them.    This  record  is  up 

dated  every  six  months.    We  also  keep  a  record  of  each  home  visit 

and  what  lesson  was  taught  at  each  visit. 

We  refer  families  to  agencies  and  organizations  as  follows: 


Food  Stamps 
AFDC 

Well  Baby  Clinic 
Parkland 

Children  Medical  Center 
County  Welfare 
Social  Security 
O.I.C. 
Drug  Abuse 


School  Lunch  Program 

Visiting    Nurses  Association 

Cancer  Society 

Mental  Heal ch 

Legal  Aid 

Salvation  Army 

Dental  Clinic 


Sincerely  yours 


Mrs.  Patricia  Savidge  ;/ 
Extension  Agent-ENP 

PS/dh 
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—  n 

i  .  • 


HEAi 


THE  UNIVERSITY  OF  TEXAS 
Th  SCIENCE  CENTER  AT 


December  21,  1975 


Mr  .  Gerald  J  ines 

Young  Adult  Clinic  Coordinator 

State  Department  of  Public  Welfare 

EPSDT 

Urban  Dallas  Project 

230-A  Lancaster- Kiest  Shopping  Center 

Dallas,  Texas   752  15 

Dear  Mr .  J  ines: 

As  a  part  of  a  concerned  effort  to  increase  the  involvement  and  participation  of 
professional  health  providers  in  Early  and  Periodic  Screening,  Diagnosis,  and  Treat- 
ment (EPSDT)  of  children  under  Medicaid  programs,  the  EPSDT  Urban  Dallas  Project 
invited  the  Division  of  Maternal  Health  and  Family  Planning  to  join  in  this  collaborative 
effort  through  our  participation  in  the  Young  Adult  Clinic.  The  goal  of  the  Family  Plan- 
ning Program  component  of  the  Division  is  to  enable  women  of  chi Idbearing  age  to  con- 
trol their  fertility  enabling  a  free  choice  in  determining  the  number  and  spacing  of 
children  in  their  family  througn  the  provision  of  high  quality  family  planning  services. 
It  is  recognized  that,  within  Dallas  County,  adolescent  men  and  women  disadvantaged 
by  poverty  or  geographic,  cultural,  or  ethnic  isolation  often  receive  inadequate  medical 
care.   Family  planning  services  are  often  not  available  and/or  accessible  to  meet  ade- 
quately the  needs  of  this  adolescent  population  which  can  be  designated  as  medically 
and  socially  "high  risk"  patients.   We  therefore  welcome  and  accept  your  invitation  to 
participate  in  the  Young  Adult  Ciinic.   The  scope  of  services  to  be  offered  by  our  staff 
of  one  nurse  clinician  and  one  social  worker  through  your  program  include  counseling 
of  all  patients  with  respect  to  an  introduction  to  family  planning,  reproductive  physi 
ology,  and  contraception;  pregnancy  testing;  referral  for  prenatal  care,  and  abortion 
counseling  and  referral.   Additionally,  upon  request,  each  female  patient  will  receive 
a  complete  physical  examination  and  history  which  includes  laboratory  screening  for 
sickle  cell  disease,  venereal  disease,  and  cervical  cancer.   Furthermore,  patients  with 
demonstrated  need  for  support  in  various  areas  such  as  transportation,  financial  assist- 
ance, and  assistance  in  obtaining  other  health  related  services  or  referrals  will  be 
seen  and  counseled  by  the  social  service  staff. 


STEMMONS  FREEWAY  SUITE  162  DALLAS  TEXAS  75?07  (?14i  6~)»  -V)  10 


Mr  .  Gerald  J  ines 
Dsc»fT«ber  21,  1976 
P$q«  2 


i  would  like  to  thank  you  in  advance  for  your  continued  interest  in  at.:!  •:  y.p 
tion  with  our  program,  and  will  look  forward  to  working  with  you  in  the  future. 


Respectfully  yours, 


Dr.  Stephen  F.  Heartwel! 
Director 

Division  of  Maternal  Health  and  Family  Plannit 

SFH: sw 


cc:       Barbara  Cambridge 

Paul  C.  MacDonald,  M.D. 
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January  17,  1977 


>>  |  Hopo  Collage 
X 


Chiidr-sns  Bureau,  incorporated 

P.  0.  Box  19603  •  2201  WQlborn  Street  •  Dallas,  Texas  75219  •  To!  -vi-v.o  526  0721 


Mr.  Gerald  .lines 

V  o        Au'aI  C  Clin  i  c  C  o  o  r  cl  L  n  a  r  o  r 

i?5r/i  Urban  Dallas  Project 

21 '-A  ". * ?.  c  as  te r-Ki est  Shopping  Center 

D  a  lias,  Te  :-<:  a  s  752 1 5 

De  "ir  Mr .  Jines  : 

Per  our  conversation  on  January  5  ,   1977,  requesting  information  about  Hone  Coit.age- 
Children' s  Bureau,  I  am  outlining  the  services  and  goals  of  our  agency  and  hone  it 
will  be  beneficial  for  your  program. 

Hcpe  Cottage-Children's  Bureau  is  a  multi-service  agency  partially  funded  by  the 
United  Way  and  private  contributions.     Our  services  are:   to  provide  counseling  fo<- 
fanilies  with  children  living  at  hone,  counseling  with  married  and  unmarried  preg- 
nant '..'omen,  legal  and  putative  fathers  and  their  families,   foster  care  for  children 
where  families  are  having  problems  necessitating  temporary  placement  of  child  run 
outside  the  home,  and  foster  group  home  care  for  children  who  are  in  need  of  a  struc- 
tured group  home  environment  and  are  unable  to  fit  into  a  foster  family  home.  We 
have  two  group  homes  serving  8  each.    When  it  is  not  possible  for  children  to  re- 
turn to  their  original  home,  we  offer  adoption  placement  of  children  from  infancy 
to  age  18  years. 

We  offer  group  counseling  in  several  areas,  such  as  1)  single  or  others  who  have 
ken t  their  children  and  can  vise  group  support  and  knowledge  to  become  more  effec- 
tive parents,  2)  post-adoption  groups  to  discuss  child- rearing  in  general  as  well, 
as  adoption  concerns,  and  3)  pregnant  women  who  plan  to  keep  their  children  and 
wish  to  learn  parenting  skills. 

Individual  counseling  i?  offered  as  well  to  parents  who  request  assistance  in  handl- 
ing their  children's  problems,  and  who  are  experiencing  difficulties  in  the  pareut- 
ciuld  relationship.     Dissemination  of  pamphlets  on  such  areas  as  birth  control,  VI), 
and  prenatal  care  is  also  provided. 

There  are  no  restrictions  in  regard  to  race,  ethnic  origin,  or  religion  of  the  child- 
ren or  families  being  served  in  the  providing  of  any  of  our  services.     There  is  a 
sliding  scale  fee  for  all  services  which  is  based  on  the  family  income  and  ability 
to  pay.     There  is  a  residence  requirement;  the  family  or  person  requesting  the  ser- 
vices must  live  and/or  work  in  the  Dallas  County  United  Way  area.     The  one  exception 


9 
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mix 


k-raid  Jincs 
17,  1977 


Is  i ".  nnr  maternity  services ;  there  is  a  reciprocal  n^reo?..  ;it:  among  ot  her  cit  !o  -. 
and  states  to  provide  services  regardless  of  residence. 

An  • ~ plication  for  service  usually  begins  with  a  telephone  inquiry.     Tf  the  re- 
que." t  is  in  the  area  of  counseling  or  maternity  services  and  thorn  is  no  need  for 
imeciiate  service,  the  case  is  assigned  to  an  ongoing  worker  who  return"  :i  call  to 
the  waller  within  43  hours  to  set  up  an  appointment  time.     if  there  is  n.-ed  lor  an 
irradiate  response,  the  intake  worker  receiving  the  call  can  respond  by  having  the 
client  cone  in  and/or  the  worker  may  go  out  to  see  the  client. 

The  adoption  process  also  begins  with  an  inquiry  call  by  the  adopting  couple.  They 
are  invited  to  a  group  meeting  where  adoption  is  discussed.     At  this  time  an  nppli-- 
cation  for  adoption  is  given  to  be  completed  and  mailed  back  to  our  agency.     An  on- 
going worker  is  assigned  to  do  an  adoption  study  with  the  couple  to  see  if  they  are 
ready  for  a  child  at  that  time.     This  study  involves  joint  interviews  with  the  couple; 
individual  interviews;  home  visit;  reference  letters  from  non-relatives,  pastor  and 
employer;  and  thorough  medical  exams.     If  a  child  is  placed  in  the  home,  the  family 
reralns  under  supervision  of  a  worker  for  at  least  six  months  if  the  child  is  an  in- 
fant, or  six  months  -  one  year  if  an  older  child.     Finalization  of  adoption  is  the 
next  and  final  step  in  the  process.     The  couple  obtains  a  lawyer  who  represents  them 
before  the  court  to  legally  adopt  their  child. 

I  have  also  included  a  hand-out  that  may  be  useful.     Our  services  are  geared  toward 
children.    We  are  a  child-oriented  agency,  and  the  help  we  offer  to  parents  is  to 
insure  proper  care  of  children  whether  it  be  in  their  own  homes  or  in  foster  care 
placement  or  adoptive  placement. 

After  discussion  with  Annelda  Gofer,  we  have  two  suggestions  that  we  may  make  for 
your  program.     The  first  is  that  the  length  of  time  necessary  for  a  worker  to  be 
present  be  shortened  as  the  time  that  your  patients  are  seen  is  usually  from  10-3. 
We  would  request  that  be  the  time  a  worker  be  present.     Secondly,  we  advocate  more 
coordination  with  the  school  system  to  insure  that  families  attend  on  days  that 
voul  i  be  most  convenient  to  school  clays  and  hours. 

Looking  forward  to  seeing  you  on  January  20,  1977. 

Sincerely , 

/ 

(Ms.)  Lynda  Daniels,  ACSW 
Social  Worker 

Hope  Cottage-Children's  Bureau,  Inc. 

LDrbrl 

Enclosure 
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IF  YOU  THINK  YOU  COULD  USE 
OUR  HELP  — 

OR 

IF  YOU  ARE  INTERESTED  IN  HELPING 
CHJLD-IEN  IN  YOUR  OWN  HOME  ON  A 

TEMPORARY  BASIS  AS  A  FOSTZR  PARENT 

OR 

ON  A  PERMANENT  BASIS  IN  ADOPTION  — 
FLEA5I  CALL 

HOPE  COTTAGE  -  CHILDREN'S  BUREAU 

2  501  We' born  Street 
Dallas.  Texas  "5219 

TELEPHONE:  526-8721 
i  Area  Code  214} 


A  United  Way  Affiliate 


NOW 

HOPE  COTTAC 

OFFERS  HELP 
BEFORE  THE  CRISIS 

-FOR  CHILDREN 
-  FOR  PARENTS 
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SERVICES  — FOR  CHILDREN  AND  PARENTS  — FROM  MOPE  COTTAGE 


For  Parents 

•-  who  wond"r  if  they  are  handling  their 
'  "'id'?  problems  in  the  best  way 


For  Parents 

■-    ?v  >  :re  cwpprienci'ng  difficult  in  the;r 
-ivIv.T.i  with  their  children 


For  Parentis 

-  -  ;\  i'ip  are  concerned  about,  their  lack  of 
••ur'-contrbi  in  disciplining  their  children 


For  Young  Parents  —  Single  or  Married 

 who  want  to  learn  huw  to  care  for 

their  babies 

—  who  need  help  in  finding  a  job  or 
«iaving  in  school  or  on  job  training 

—  who  need  help  in  finding  housing  and 
dav  care  centers  for  their  children 

who  need  help  in  thinking  about  what 
to  do 


For  Children 

—  whose  beh.uv  >.•  in  «••  h< >o[,  with  '•'.<><.. 
Iriends.  oi.  \\j'h         lainili";,  reav 
indicate  thai  Ihhy  atf-  in  need  of 
professional  o  #ci'» v  eiibg  iV.e< 

For  Children 

—  who  mas  need  i-vrip-. cary  .horf 
foster  care  awa.\  from  their  paieis;  •. 
or  for  girls  w  |;n  an*  between  1  >  an* I '!" 
years  ot  age  and  w  ho  are  in  senou^ 
ieop.irrh  of  heeonting  dflinnuoni 

For  Children 

—  who  are  having  trouble  undersfandin  1 
their  adoptive  Matu*  and  tor  parents 
who  are  findm,.;  it  difficult  to  soil  <u:i 
problems  ar;  -end  adoption 


For  Children 

 -  who  need  a  permanent  home  lis  rough 

adoption  and  w  ho  are  usually  over  three 
years  of  ago,  and  w  ho  ma;  be  hi  ic  k. 
Mexican  Ahum ii  in,  bi-racial,  ami  or 
may  have  medic  a.  I  problem  ore  01  re<  tible 
handicaps 


f 

\ 
V 
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EXHIBIT  13 


SAM  I  £NF,  Corrnii-  ■oner 
Representing  Employers 


NOLAN  F.  WARD,  Chairman 
Representing  Public 


JOE  R  OUNN,  C?>ft!(<n 
r'tcres("iting  'Acke 


TEXAS  EMPLOYMENT  COMMISSION 

Uo8  Lancaster-Kiest  Shopping  Center 

Dallas,  Texas  75216 


Employment  sr<tv 


HENRY  ROTHELL 

Administrator 


nuary  12,  19.77 


Mr.  'J 0 r  ■'  L  !  .Ti-es 

Information  Spec ia li  st 

State  Department  of  Public  Welfare 

23O-A  Lancaster-Kiest  Shopping  Center 

Dallas,  Texao  75216 


This  is  to  a<;  ,'ise  that  TEC  is  unable  to  parti cirute  in  the 
7 ;n;t  Adult  Health  Clinic  at  this  time.    The  ages  of  the  client.; 
c.ov-rorH  ^-ro  basically  below  the  minimum  age  of  18  years  require! 
l\Y  r::c st  employers.    Therefore,  ve  would  have  little  or  no 
success  in  placement  of  those  clients. 

However,  we  do  have  some  materials  available  regarding  Job 
Corps  and  Importance  of  Staying  in  School,  if  you  feel  they 
would  assist  any  of  your  clients. 

Thanl;  you  for  asking  us. 


Sincerely  yours, 


Kathleen  0.  Wiley 
Employment  Interviewer  III 


KOW  :bm 
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EXHIBIT  14 


WW 

CITY  OF  DALLAS 

December  30,  1976 


Mr  .   Gera  Id  Ji lies 

Proiect  Coordinator 

EPSDT  Urban  Project  830-0 

250-A  Lancas ter-Kiest  Shopping  Center 

Da  lias,  Te  xa  s  75216 

Dear  Mr .  Jines  : 

The  justification  for  a  certified  male  technician 
assigned  to  the  Young  Adult  Clinic  is  to  examine  the 
male  genitalia  for  hernia  and  tumors,  and  to  test  for 
sexually  transmitted  diseases  and  refer  to  the  Venereal 
Disease  Clinic  as  necessary.     The  cost  for  this  service 
to  the  Venereal  Disease  Clinic  is  one -ha If  day's  pay 
for  the  male  technician  and  the  additional  workload  for 
other  male  technicians  in  the  clinic.     The  response 
increased  in  percent  with  each  clinic  held,  as  more 
males  were  examined  and  some  referred  to  the  Venereal 
Disease  Clinic  for  the  proper  diagnosis  of  any  venereal 
disease  related  findings  during  the  examinations. 

The  Venereal   Disease  Clinic  will  continue  to  participate 
on  a  half-day  schedule  due  to  a  personnel  shortage 
anticipated,  as  some  of  the  clinic  personnel  will  be 
attending  a  training  program  during  the  first  six  months 
of  1977/ 

Sincere ly , 

George  Hughes 
Venereal  Disease  Program 

md  , 

APPROVED :  ^_____2T^L  

Russe  1 1  II.   Wilson,  M.D.  ,  Ph.D. 
Director,  Venereal  Disease  Program 


DEPARTMENT  OF  PUBLIC  HEALTH      1'J'J'i  AMtLIA  COURT     GAlIAS.  TtXAS  75235      TELEPHONE  2M  638-7670 


EXHIBIT  15 

AGENCIES  SERVICES  QUESTIONAIRE 


This  quescionai.ro  will  be  used  to  help  shape  future  clinics.  Please  answ. 
as  well  a j  you  can. 

Mv  a  <T  g  t  s  : 

I  am:  Male  

Female 


I  have  children  of  my  own:  Yes 

No 


I  like  do  not 

very  nuch        like  o.k.  like 


the  way  I  was  treated  by  the  clinic  staf 
today 

the  amount  of  explanation  I  receive  when 
getting  my  physical  exam 

The  idea  of  a  special  Young  Adult  Clinic 

nurses  to  do  my  examination 

doctors  to  do  my  examination 

males  to  do  my  examination 

females  to  do  my  examination 

to  come  by  myself  to  the  clinic 

to  come  with  my  friends  to  the  clinic 

to  come  with  my  family  to  the  clinic. 


II.     Answer  "yes"  if  you  know  the  agency  offers  the  services  listed  below  its 
name.     Answer  "no"  if  you  do  not  know  about  the  services  you  can  get 
from  them.     Use  a  check  mark.     If  you  do  not  understand  a  question  ask 
for  help. 

Expanded  Nutrition  Program 

YES          NO        I  know  that  if  I  ask  the  agency  named  it  can  help  me  by: 
    nutrition  information 

food  Vivimr  information 
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':•;■•>  an  dr-rl  Nutrition  Pr  '  (continued) 

'CS      NO  I  know  that  if  I  ask^_  the  agency  named  it  can  help  mo  by: 

  food  preparation  information  and  in-home  instruction 

  food  selection  information  for  pregnant  women  and  babies 


Dallas  Citv  Nutrition  Program 


weight  problem  counseling 
diet  assessment 

diet  counseling  for  medical  problems; 


Hope  Cottage 


temporary  roster  care  service 

pre-natal  care  sessions  to  learn  how  to  be  a  good  parent 

family  problems  counseling 

help  with  a  child's  behavior  problem 


Dallas  City  Cental  Health  Program 

    dental  care  demonstration 

    information  about  brushing  and  flossing 

    information  on  how  often  to  see     a  dentist 

Educational  GaDortunitv  Center  (EOC) 


Al--Ateen 


information  on  vocational  and  college  education  opportunities 

assistance  to  apply  for  vocational  and  college  education 

assistance  to  apply  for  financial  aid  that  pays  all,  or  part, 
of  your  education 


personal  help.,  from  another  young  adult  like  you,  if  someone  close 
to  you  uses   too  much  alcohol  and  disrupts  your  life 
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I  know  that   if  I  ask  the  agency  named,    it  can  help  no  by: 

can  rap  with  you  in  confidence  if  you  feel  out  of  it,  or  help 
if  you  have  hassles 

can  help  you  get  your  act  together 

talks  privately   to  show  how  to  got  straight  when  you  have 
difficulties  with   friends,  school,   parents,   sex,   someone  spec 
even  drug  or  alcohol  problems 

Family  Planning 

    educates  yon  about  your  body 

  counseling 

  male  and   female  birth  control  methods 

pelvic  •.-•■cam 
    pregnancy  tests 

  pap  smear  test 

    all   the  above,   to  the  young  adult  on  their  own  permission,  in 

strict  confidence 

Dallas  City  VP  Control 

  counseling 

    education 

•   physical  exam  for  hernia,   tumors,  etc 

    strictly  confidential  VD  exam,   and  all  the  above  to  young 

adults  on  their  own  permission 

Return  this  questionaire  when  you  finish  all  the  items.  Thank  you  for  you 
time  and  answers . 


YES  NO 
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EXHIBIT  16 

y  c/  i.-'..1;  io:."::a  n;>:      AhOLSC^i. ro 


"  x'  " 

MARITAL  oTA'i  US 


6- 


is 


DA  i'K  Or  PjjiX-J- 
-'DATK 


"ra-:a  cf  school 


school? 


e~.fi  eyed? 


,_■  *-rs 


Pull  time' 


ua/vei 


3.     Occupa ;  ".om?_ 
Part  Uino? 


I- 


v  r.a .  s  a  ,.ee.<  no  ,  ou  nn 
r.g  ~cal?   


L? 


1  r> 


an  a  v      ng   _ 

curir.~  th*J  eveni ng  or  night? 


in  rnic 
in  the 


-■s  a  week  co  you  nav 
rr.oon 


e  snacks,  an d  v.i .at  do  you  h a " 


one  n~  ~;rt 


our  meal? 
 Kid-day 


hvon 


V.'eul d  you  ray  your  appetite  is  Good?  Fair? 

Are  vo'j  or.  a  soecial  diet?  If  yes,  v.hat  kind? 


Poor? 


.  o 
If 


a  at : 


sg  not  usually  considered  food  (e.g.,  clay,  dirt,  starch,  other)? 

When?  Mow  much? 


Hew  ...any  ti:::es  per  week, do  you  eat  the  foil owing  foods  (at  any  rr-eal  or  between  meals)? 
Circle  Ihs  a;:orooriaie  number : 


_;acon 


Tor.gus 

_z_r 

0 

1 

Q 
x_ 

3 

A 

5 

6 

7 

>7, 

specify   j 

Sausage 

mr 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

specify 

Luncheon  meat 

Mr 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

speci  fy 

Hob  .lor s 

wr 

0 

1 

2 

3 

A 

5 

6 

7 
i 

>7, 

speci fy  j 

Liver  -  chicken 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

specify  ^ 

liver  -  other 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

specify 

?  ou!  i  ry 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

speci  fy  j 

Salt  Dork 

■  MT  . 

0 

1 

2 

3 

A 

c 

_> 

6 

7 

>7, 

specify  J 

Pork  or  ham 

0 

1 

2 

A 

5 

6 

7 

>7, 

specify 

Bones  (neck  or  other) 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

specify  r 

.feat  in  mixtures  (stew,  ts males,  casseroles,  etc.) 

Air 

0 

1 

2 

3 

A 

6 

7 

>7, 

specify  ) 

Beef  or  veal 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

specify  1 

Other  neat 

0 

1 

2 

3 

A 

5 

6 

7 

^7, 

specify 

Fish 

M/  . 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

specify  | 

Cheese  and  cheese  dishes 

m, 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

specify  fl 

.  MT_ 

0 

1 

2 

3 

h 

5 

6 

7 

t>7, 

spec  i  fy  ] 

Dried  beans  or  pea  dishes 

MT 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

specify  7j 

Peanut  butter  or  nuts 

Ml  . 

0 

1 

2 

3 

A 

5 

6 

7 

>7, 

specify  |J 

I 
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page  2 


v; -.5  jjjuli-JiL  r'°  J0'-1  '  v^  °^  ^'!C  ^^1  "!.->•.•; i  ng  foods?     C\  rel  c  the  h 


|  ]  nl  ics  or  1 

R'v<  (•::•:  a"  .-  r 
'•-   ;  .  .  '  •:  3  s 


r/a:;dv;i  '.•*•))  ,   toast,  rolls,  mui'i'.i  ns 

■oo^l'-l  is  1  :;erv.i nej 
r  r  on  c-;-:*^].  or  o'  her  fords) 
1   J  ..•.■>:;;) 


.  •-  t  J 

1   .--■>-  ,-M 


;:*rgarihe  (1    cp.  is  1 


i  ng) 


0 

.1 

o 

3  A 

r 

Alt.. 

0 

1 

2 

3  'i 

.'y;_ 

0 

1 

2 

3  4 

SC 

0 

1 

2 

3  4 

r 

J 

"I  >7, 
6  7  >7, 


6  7 


•  r*.r.v  ti::."-s  per  v.-:1-:-:  do  you  cat  the  foil  ow.i  jig  foods  (at  any  meal  or  be  I  win  i: 
•:"e  -•  he  appropriate:  ;..:::.ber:  ■ 

it  jn.ee  £ 


,  ;'p'  o  I  i7 

als)? 


vi; i  :-al  -  cry  

r 1  -  cooked  or  in 

[av\c"kcs  or  waff]  es  

'■"■".  '.ji.  •.■KJ 


a  o  i 


,anies 


s ror.i ,  spaghetti,  rice,  or  noodles 


-.,  milk  puoiin~t  c 

!3~§...cr  d  jM£h:.;ii3 
or  or i;t::- o.l s 


tard  or  cream  souo 


'0V.7USS 


Cc  okies  

Pie,  cake  or 
Potato  chips  or  corn  chips 
u  a  nay 


 LC^ 

 _AIK. 


drinks,  pops L dies  or  Koolald;  sherbets 
i.n-t  Breakfast 


MJL 


Artificially  sv:eetenea  beverage 
"of fee  or  tea 


ine 


K2V 


ou.-:a, 


■um,  sootcn,  gin 


0 

1 

2 

3 

4 

5 

6 

7 

>7 

0 

1 

2 

3 

& 

c 

6 

7 

>7 

0 

1 

2 

3 

/. 

5 

6 

7 

>7 

0 

1 

2 

3 

4 

5 

6 

7 

>7 

0 

1 

2 

3 

4 

r 

6 

7 

>7 

0 

1 

2 

3 

4 

5 

6 

7 

>7 

0 

1 

2 

4 

5 

6 

7 

>7 

0 

1 

2 

3 

4 

5 

o 

7 

>7 

0 

1 

2 

} 

4 

5 

6 

7 

>7 

0 

i 

2 

3 

4 

5 

6 

7 

>7 

0 

1 

2 

Q 
-V 

4 

«s 

6 

7 

>7 

0 

1 

2 

^ 

5 

6 

7 

>7 

0 

1 

3 

4 

5 

6 

7 

>7 

0 

1 

2 

3 

4 

5 

6 

7 

>7 

0 

1 

o 

<£ 

3 

4 

5 

6 

7 

>7 

0 

1 

o 

-> 

ti 

5 

6 

7 

>7 

0 

1 

2 

3 

4 

5 

6 

7 

>7 

0 

1 

2 

3 

4 

5 

6 

7 

>7 

0 

1 

2 

3 

4 

5 

6 

7 

>7 

0 

1 

2 

3 

4 

5 

6 

/ 

>7 

0 

1 

2 

3 

4 

5 

6 

7 

>7 

0 

1 

2 

3 

4 

5 

6 

7 

>7 

0 

1 

2 

3 

4 

5 

6 

7 

>7 

spec  if  y_ 
s'peci  fy 
spCici  fy 
sp-oify 
specify 
spe-si  fv 
specify^ 
specify* 

specify 


specT  :.y 
specify 
speed  fy 
speci fy 
specify 
specify 
specify 
specify 
specify 
specA fy 
spec 5 fy 


.-."hat  specific  kinds  of  trie  following  foods  do  you  eat  most  often? 

Fruit  juices  

Fruit  

Vecrel?cToiT  

n-. .  - 

Cooked"  cTr^~s 
Dry  cereal 
Milk 


it  cereal 


urearr:  or  cream  saosniuie 

Butter  or  r;,ar^arine  

£a.lad  dressinsrs 
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/£u  '{Uy      vja  fit,  £ ±J  i^ru^S- 


'  J  ■>  .  »>  -,       /      .    r^.  ' 


/3 


/r 


  j::::Z^^I'^:X/ 


4 


F 


M. 


lr — ' 


<  r: 


QJ. 


0: 


/t 


i 
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FREQUENCY  OF  USE  OF  FOOD  GROUPS 
Work  Sheet 


Name : 
Date: 


Meat 
MT 

Milk 
MK 

Fruits  and  Vegetables 
FV 

Cereal 

CC 

Supplemental  Calorie 

Food  s : 
SC 

Total 

Score 

Frequency  of  Use  of  Food  Group  Score 

Meat  (MT) 

14  or  higher,  adequate 
less  than  14,  inadequate 

Milk  (MK) 

21  or  higher,  adequate 
less  than  21,  inadequate 

Fruits  and  Vegetables  (FV) 
28  or  higher,  adequate 
less  than  28,  inadequate 

Cereal  (CC) 

28  or  higher,  adequate 
less  than  28,  inadequate 

Supplemental  Calorie  Foods  (SC) 
21  to  35,  adequate 
less  than  21,  inadequate 
more    than  35,  inadequate 
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Young  Adult  Clinic 

Summary  Daily  Clinic  Statistics 

Dietary  Intake  Assessment — Number  Screened 

Date: 


Age 

Sex 

Frequency  of  Use  of  Food  Group 

F 

M 

Meat 

Milk 

Fruits  &  Veg. 

Cereal 

Extra  Calories 
Foods 

Ad 

Inad 

Ad 

Inad 

Ad 

Inad 

Ad 

Inad 

Ad 

Inad 

13 
14 
15 
16 
3.7 
18 
19 
20 
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V 

c 

3 

tr 


«  o 

w  O 

C  fe 
0) 

B  (U 

4)  >f-i 

r-l  M 

o.  o 

O.  r-t 

3  crj 


CO 
4) 
> 

c3 


0) 

5S 


at 


3 


3 


3, 


\ 


O  '-1 
•H  .-; 
£2  O 


B 


a> 
u 
o 
o 

C 
o 


CM  CO 


mvor^oo<^Or-teMc"> 


(N  Cn) 
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Young  Adult  Clinic 

Summary  Daily  Clinic  Statistics 

Dietary  Intake  Assessment— Number  Screened 

Date: 


Age 

Sex 

Frequency  of  Use  of  Food  Group 

F 

M 

Meat 

Milk 

Fruits 

&  Veg. 

Cereal 

Extra  Calories 
Foods 

Ad 

Inad 

Ad 

Inad 

Ad~l 

Inad 

Ad 

Inad 

Ad 

Inad 

J.  .3 

2 

2 

2 

2 

1 

1 

1 

1 

14 

15 

1 

1 

1 

1 

1 

1 

16 
I  / 

IB 
19 

20 

Ihree  teenagers  will  be  referred  to  ENP  for  Youth. 
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EXHIBIT  17 


AGENCY /STAFF 
YAC  EVALUATION 


EPSDT  PROJECT 
230-A  LANCASTER-KIEST 
DALLAS,  TEXAS 


JUNE  1977 
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1.  Did  your  agency  find  it  possible  to  provide  all  the  services,  —  in 
the  manner  intended  —  originally  planned.     If  no  please  explain. 

No  Yes  N.A. 

5  7  4 

o    Originally,  we  anticipated  doing  complete  pelvics  and  none  were  done. 
However,  I  think  those  who  were  not  family  planning  patients  were 
able  to  find  out  about  the  program  and  the  services  offerred. 

o    The  V.D.  Clinic  was  short  staffed,  I  could  only  participate  half  a 
day. 

o    No,  not  really.     Pressure  of  time  on  the  young  adult  who  was  anxious  to 
leave  made  an  environment  that  was  not  conducive  to  realistic  "on  the 
spot"  diet  counseling. 

o    Some  agencies  were  not  able  to  provide  services  because  clients  were 
too  young. 

o    Pressure  of  time  made  an  environment    nbt  inducive  to  realistic 

diet  counseling. 

o    No,  as  a  DPW  referral/402  worker  I  saw  clients  last— after  all  agencies 
by  that  time  they  just  wanted  to  go  home. 

o    I  believe  we  fulfilled  our  committments  in  terms  of  outreach. 

o  Yes,  all  we  wanted  was  a  chance  to  present  the  four  food  groups  and 
briefly  explain  our  work  aided  with  a  nutritional  cookie,  spread  or 
dip. 

0  Our  services  were  good,  except  that  our  patients  had  to  go  outside  (in 
hall)  for  brushing. 

2.  Rate  the  success  of  the  YAC  concept  as  carried  out  according  to  your 
individual  experience. 

9  =  1 
8=2 

7  =  2  5 
6  =  2 
5  =  3 

4=3  8 
3  =  2 
2  =  0 

1  =  1  3 
Comment: 

o    Time  consuming. 

o    The  agency  concept  as.  theorized  was  a  sound  idea.     I  do  not  believe, 
however,  the  agencies  present  at  each  clinic  provided  the  information 
that  the  young  adults  were  actually  interested  in. 
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o  "Too  time  consuming",  was  indicated  by  the  clients.  Medical 
screening  was  successful. 

o    Too  many  babies  and  younger  children. 

o     I  think  it  deserved  a  high  score  because  everyone  seemed  to  have 
as  their  primary  goal  to  help  those  that  needed  their  service. 

o    The  effect  was  good,  the  young  adults  appreciated  the  services  and 
the  effort. 


Rate  the  success  of  your  agency  in  the  YAC  situation. 

9  =  3 

8  =  0 

7  =  2  5 

6  =  3 
5  =  1 

4=1  5 
3  =  2 
2  =  0 

1  =  2  4 

o    The  rate  of  attendance  was  the  same  as  the  other  clinics. 

o    It  was  a  difficult  situation  arranging  for  only  young  adults  to 
attend  this  clinic. 

o    Mental  health  facilities  have  to  combat  the  established  stereotypes 
of  people  being  crazy,  and  therefore  clients  were  rather  reluctant 
to  discuss  their  difficulties. 

o    Practice  makes  perfect — after  four  years  we  have  been  able  to 
successfully  evaluate  physical  problems. 

o    I  think  the  agencies  in  YAC  were  very  active  and  always  showed  concern 
for  those  who  were  involved  and  were  willing  to  assist  in  any  way. 

o    Responses  from  patients  were  great.     Each  was  pleased  with  what  we 
had  to  offer  them. 

o    I  had  to  beg  to  get  to  go  to  YAC  for  just  half  a  day. 

o    Less  than  one-fourth  of  the  patients  appointed  for  family  planning 
services  later  kept  them. 

4.    Rate  the  success  of  YACs  impact  on  young  clients  in  general. 

9  =  0 

8  =  1 

7  =  3  4 
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6  =  2 
5  =  2 

4-2  6 

3  =  0 
2  »  l 

1  =  3  4 
NA  =  2 

Comment : 

o    The  clients  were  not  really  interested  at  all,  at  times  they  just 
seemed  to  tease  volunteers. 

o    Providing  agencies  for  teens  to  talk  with. 

o    The  young  adults  I  came  in  contact  with  were  totally  disinterested  in 
the  agencies. 

o    After  services  were  offered  some  clients  still  didn't  understand. 

o    Would  have  been  good  if  only  teenagers  could  have  attended.  Some 
confusion  arose  with  the  little  kids  present. 

o    Many  clients  did  not  appear  interested  in  other  services  available, 
or  else  they  were  using  some  of  the  services  provided  already. 

o    I  think  most  young  clients  have  learned  through  this  program  that 
there  are  many  doors  open  to  them  that  they  can  now  use. 

o    Older  kids  were  not  interested. 

o    Have  no  data  on  which  to  comment. 

o    I  think  the  younger  ones  were  introduced  to  medical  setting  --  for  some 
it  was  their  first  screening. 

5.    List  the  below  words  or  phrases  that  complete  the  sentences. 
A.    There  was  too  much: 

o    Noise,  interviewing  in  hallways  or  open  spaces,  overlapping  of  agencies 
that  might  offer  the  same  services. 

o    Confusion,  time  spent  with  each  agency,  indifference  from  both  clients 
and  agencies. 

o    Little  babies;  standing  around. 

o    Confusion  because  no  one  agency  was  "in  charge". 

o    The  young  client  had  too  much  to  absorb  in  one  clinic  setting. 

o    Repeat  performance.     (Note:     Dental  health  education  had  to  present 
her  routine  many  times  over  each  clinic > ) 
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o    Confusion,  backlog    of  patients. 

o    Confusion,  lost  time  trying  to  route  patients  to  every  area,  too  many 
young  children  that  could  not  use  other  services,  loss  of  staff  time 
doing  procedures  that  required  extra  explaining. 

o  Confusion. 

o    Coldness  among  the  medical  staff  (indifference).     There  were  too  many 
restrictions  on  flexibility  of  medical  team  and  young  adults  to  be 
served. 

o    Time  wasted,  misunderstanding  between  DPW  and  the  Title  XIX  screening 
team. 

o    Slowness,  clients  treated  as  an  item  in  an  assembly  line. 

o    Bickering  among  project,  screening  team,  and  ongoing  workers. 

B.  There  was  too  little: 

o    Explanation  of  what  was  done. 

o    Explanation  of  the  physical  exam,  cooperation  between  DPW  and  Title 
XIX  screening  team. 

o    Information  given  to  clients  by  the  Title  XIX  team, 

o    Help  routing  patients. 

o  Organization. 

o    Chance  to  focus  on  the  young  adults  because  of  the  clinic  situation, 
o    Knowing  where  to  go  next. 

C.  I  liked: 

o    The  idea  of  the  Young  Adult  Clinic. 

o    Having  the  male  inspector  there,  family  planning  available,  separate 
transportation  from  the  project,  someone  to  discuss  nutrition. 

o  The  people  that  work  there,  the  program's  idea. 

o  The  effort  made  to  offer  service  to  this  age  group. 

o  The  helpfulness  of  Mr.  Jines, 

o  The  flow  of  people. 

o  Helping  people. 

o  Meeting  the  employees  of  other  agencies. 
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o    Male  inspector  to  check  male  patients  and  provide  counseling;  number  of 
people  represented  by  various  agencies  who  were  able  to  establish  a 
rapport  with  clients  because  of  their  differing  personalities. 

o    The  health  related  agencies,  in  particular  family  planning  and  dental 
hygiene.    I  feel  we  were  able  to  serve  some  children  who  otherwise 
would  have  been  missed. 

o    The  clients  attitude  toward  it,  emphasis  directed  to  young  adults. 

D.     Clients  liked: 

o    TEC,  Family  Planning, 

o    Nutrition,  family  planning  (especially  for  young  girls), 
o    Unknown . 

o    Knowing  more  about  all  the  programs* 
o  YAC. 

o    No  data  for  judgement. 

o    Being  treated  as  individuals  with  needs, 
o    I  didn't  ask. 

Please  give  an  analysis  of  the  difference  between  your  expectations 
and  the  actual  events  found  in  YAC.    What  effect  did  this  have  on 
your  work? 

o    I  expected  the  project  to  run  similar  to  a  program,  providing 
comprehensive  health  services,     I  think  that  this  was  the  general 
idea  of  the  clinic  but  it  lacked  cohesion. 

o    I  thought  the  agencies  would  have  more  to  draw  the  clients  attention- 
more  posters,  slide  shows,  etc.    They  seemed  to  have  more  posters  and 
things  at  first  and  then  stopped  trying.    This  did  not  effect  my  job. 

o    I  expected  more  people.     It  made  my  work  easier. 

o    There  was  no  practical  way  for  agencies  to  "unite"  and  thereby  provide 
a  cohesive  program. 

o    Patients  were  pleased  with  the  nutrition,  and  with  the  dental  health 
aspects . 

o    It  gave  me  a  chance  to  meet  more  people  in  one  day  than  I  can  usually 
in  my  job  and  it  made  it  easier  to  know  what  to  teach  them  first. 

o    I  think  the  idea  is  okay,  but  it  was  difficult  to  keep  up  with  the 
clients  and  see  that  all  procedures  were  completed. 

o    More  clients  in  the  13-18  age  group. 
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o    The  entire  procedure  (exams,  visits  with  agencies)  took  too  much  time. 

o    I  expected  some  types  of  instant  services  from  the  agencies,  but  they 
did  not  offer  my  clients  any.     There  was  some  feedback  from  young  women 
that  expected  more  medical  (services)  or  family  planning  (services)  on 
the  spot. 

o  Noise. 

7.  What  benefits  did  you  see  in  the  YAC? 
o    None . 

o    Our  patients  were  pleased  with  the  nutrition  and  dental  health  -  did  not 
like  to  get  shots. 

o    Young  adults  being  screened. 

o    I  feel  that  the  concept  of  a  teenage  clinic  is  excellent.    A  clinic 
solely  for  teenagers  with  their  specific  needs  in  mind  is  valuable.  I 
would  like  to  see  it  set  up  on  a  regular  basis  with  expansion  of  the 
number  of  agencies  involved. 

o    Community  awareness  of  my  agency  broadened. 

o    None  because  I  feel  most  families  wanted  to  come  as  a  family  and  not 
in  certain  age  groups. 

o    Dental  hygiene. 

o    I  personally  think  it  is  a  wonderful  program  and  that  it  has  helped  a 
lot  of  people  that  could  not  help  themselves.    There  are  many  people 
in  need  of  this  type  of  service,  so  please  keep  the  good  work  going. 

o    The  fact  that  young  adults  were  considered  worth  the  attention  and 
a  clinic  to  serve  their  needs. 

o    Personally,  none. 

o    I  really  liked  a  male  inspector  for  the  teenage  boys.     I  liked  having 
family  planning  for  the  girls.     It  gave  them  the  opportunity  to  discuss 
birth  control  without  parents  being  around. 

o    Introduction  of  medical  services  and  care  to  young  adults. 

8.  If  you  were  to  set  up  your  own  Young  Adult  Clinic  what  would  you  change, 
or  what  new  ideas  would  you  put  in? 

o    Patients  should  voluntarily  go  to  each  agency  of  their  interest,  instead 

of  them  automatically  directed  to  do  so. 

o    I  would  hold  a  clinic  where  the  people  could  get  there  without  arranging 
elaborate  transportation. 
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o    It  needs  to  be  made  a  two  year  test  clinic.     There  needs  to  be  an 
arrangement  to  run  such  cooperative  clinics  by  means  of  a  steering 
committee  made  up  of  agency  representatives  and  regular  staff. 

o    Add  dietary  screening  that  identifies  problems  that  may  have  morbidity 
implications  and  refer  these  young  adults  to  nutrition  services  or 
to  appropriate  follow-up. 

o    Younger  ages:     10-15  years. 

o    I  don't  think  there  would  be  any  changes.     Although  if  it  was  twice  a 
month  maybe  those  that  missed  their  appointment  would  have  a  chance 
for  another  before  the  next  month. 

o    The  time  to  coincide  with  the  designated  client  schedule,  e«g*, 
evening  hours  and  Saturday  a.m. 

o    I  would  set  it  up  like  the  well  baby  clinic.     Have  a  permanent  family 
planning  services,  perhaps  prenatal  services,  school  opportunities, 
etc.     I  would  have  regular  appointments  set  up  for  them  then  with  one 
or  more  of  the  agencies  involved.     I  would  maybe  even  have  some  social 
events  going  on.     I  would  gear  the  events  taking  place  in  the  clinic 
to  the  season  of  the  year.    When  school's  end  is  approaching,  really 
concentrate  on  summer  jobs.    When  it's  close  to  school's  reopening, 
educational  opportunities.     Have  an  advisory  board  partially  composed 
of  teenagers  to  let  them  have  input  into  what  they  want  and  need.  I 
would  stress  that  teenagers  come  without  parents.     The  clinic  would  be 
theirs  alone  and  they  would  be  free  to  talk  openly  with  other  teenagers, 
agencies,  etc.     It  would  be  good  to  have  the  sort  of  "group  therapy" 
opportunities  available  for  kids  to  get  together  and  discuss  common 
problems  and  feelings. 

o    Have  separate  exam.*  facilities  for  young  adults  and  younger  children, 
with  more  explanation  of  the  examination  for  young  adults. 

o    Young  adults  who  had  children  under  13  years  of  age  would  not  be 
allowed  to  bring  them  to  this  clinic.     I  would  definitely  have  it 
(YAC)  on  Saturdays. 

o    Take  off  agencies  that  kids  are  not  interested  in:     Cocare  and  Nutrition. 

What  constraints  did  you  feel  while  participating?  Which  were  caused 
by  bureau  regulations  and  outside  the  control  of  local  staff?  If  any 
need  changing,  why,  and  how  would  you  have  them  redesigned? 

o    Not  sure. 

o    I  felt  that  transportation  "that  DPW  provided"  was  a  constraint.  People 
were  being  rushed  because  of  the  need  to  stay  on  a  transportation  schedule 
One  idea  might  be  to  have  special  bus  tokens  just  for  the  kids  so  they 
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could  come  and  spend  as  much  time  as  they  needed.     The  negative 
reaction  clients  sometimes  faced  in  the  clinic  was  a  problem.  This 
communicated  itself  among  the  clients  and  at  times  it  seemed  almost 
had  made  up  their  minds  before  it  started  that  the  whole  thing  was 
going  to  be  a  hassel. 

o    I  personally  did  not  feel  any  particular  strain  or  discomfort  where 
the  bureau  was  concerned  nor  did  I  feel  there  were  any  narrow  minded 
people  on  the  staff. 

o  Constraint  of  time. 

o  Each  agency  had  its  beliefs,  practices,  dislikes  and  expectations. 

o  Do  the  YAC  in  schools. 

o  I  did  not  feel  any  constraints. 


Please  recount  the  treatment  you  and  your  agency  received  from: 

A.  Clients 

Good    =  8 
Bad      =  0 
Xndif ferent=  4 
N.A.     =  1 

Comment: 

o    Received  some  positive  responses  from  clients. 

o    An  effort  to  respectfully  establish  communication  always  was 
received  appreciatively. 

o  It  seemed  these  folks  were  used  to  being  herded  about  —  didn't 
really  care  what  happened  to  them  —  they  never  asked  questions 
about  their  health. 

o    They  just  seemed  to  move  from  person  to  person  without  caring. 

o    Those  who  know  nothing  about  family  planning  services  were 
pleased  to  know  about  them. 

o    Sometimes  services  did  not  apply,  e.g.  a  13  year  old  talking tto  an 
educational  grant  agency. 

B.     Staff  (city  and  state) 

Good  =  6 

Bad  =  0 

Indifferent  =  2 

N.A  =  1 
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Comment ; 

o    All  the  agencies  seemed  very  positive. 

o  Agency  representatives  sometime  felt  like  they  were  left  out  of  the 
main  stream,  They  had  to  make  the  biggest  adjustment  to  the  clinic 
situation. 

o    Agencies  showed  up  for  few  clinics. 

o    Depending  on  agency  —  Hope  Cottage,  V.D.  some  of  Family  Planning, 
Dental,  Nutrition  Extension. 

Would  you  involve  yourself  in  the  Young  Adult  Clinic  if  you  were  asked 
to  do  so  today  —  using  your  experience  from  YACs  of  the  past  three 
quarters. 

Yes    =  10 
No  =4 

Indifferent/not  sure  =  0 
N.A.  =  1 

Comment: 

o    If  the  YAC  received  complete  reorganization. 

o    Yes,  if  I  was  not  employed  with  the  Expanded  Nutrition  Program,  which 
I  like  very  much,  I  would  start  tomorrow  if  there  was  an  opening 
available  because  I  like  to  help  others. 

o  Needs  some  changes.     Need  to  stimulate  client. 

o  Generally  good  with  staff,  but  indifferent  in  regards  to  the  public  R.N.s 

o  If  the  requirements  for  services  for  client  had  more  flexibility. 

o  No,  not  for  diet  counseling.  However,  I  would  for  dietary  screening. 

o    I  would  like  to  get  involved  in  it  on  a  permanent  basis.     This  might 
be  a  start  in  breaking  the  welfare  cycle. 

Please  present  any  other  thoughts  and  comments  below, 
o    None . 

o    I  have  loved  working  with  the  staff  and  all  that  attended  the  YAC 
clinic.     It  has  brought  many  happy  hours  for  me,  getting  to  know 
so  many  wonderful  people  and  to  know  that  in  some  small  way  I  was 
able  to  help  someone. 
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o  I  felt  ongoing  staff  should  have  been  more  informed /involved  earlier 
in  the  planning  and  implementation.  This  might  have  afforded  a  more 
strenuous  outreach  effort. 

o  Cattle. 

o    My  main  comment  regards  the  lack  of  cohesion.     Patients  should  get  the 
general  physical  screening  and  then  be  made  aware  of  the  other  agencies 
involved,  and  be  allowed  to  visit  these  agency  booths  freely. 

(Given  to  outreach  staff  only)     Do  you  feel  that  the  YAC  increased 
the  participation  of  this  client  age  groupa 

No  =  2 
Yes  =  5 

Comment : 

o    I  think  the  teenagers  did  not  even  know  that  there  was  anything 
special  about  the  YAC...     They  probably  thought  all  those  people 
were  there  every  clinic.     I  do  think  it  increased  participation 
of  this  age  group  simply  because  workers  try  to  concentrate  outreach 
efforts  on  the  teenager  clients. 

o  Yes.  There  was  a  positive  difference  in  the  show  rate  as  the  clinic 
established  itself  and  spring  came. 

o    Yes.    While  I  feel  like  it  is  an  expensive  concept,  and  one  which  we 
could  not  continue  in  an    .ongoing  program  due  to  staffing  constraints 
I  would  like  to  find  out  if  the  participating  agencies  would  like  to 
be  involved  again  in  clinics  of  this  nature. 

o    Yes.     I  feel  more  teenagers  participated;  they  were  the  hardest  age 
group  to  get  into  a  regular  screening  clinic:     they  are  erabarassed. 
They  think  its  "kid  stuff."    But  since  the  YAC  was  designed  for  them 
primarily  they  seemed  more  willing  to  attend. 
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MISCELLANEOUS 
YOUNG  ADULT  CLINICS 


MISCELLANEOUS  1 




COMPASS 

Comprehensive  Patient 
Assistance 

MIC 

Maximum  Interagency 
Coordination 

HEC 

Health  Education  for  the 
Client 


?AC,  A.  Harris  Center 
location.  Target 
population  =  100%  of 
eligible  recipients, 
ages  13  to  21,  resid- 
ing in  sectors  A  and 
Data  evaluation 
based  on  normal  40% 
sample. 


ENS 

Extra  Neighborhood 
Screening 

IHOS 

In-Home  Screening 
IDA 

Improved  Developmental 
Assessment 


Representation  of  EPSDT  Target  Area  and  Test  Demonstration 
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Gerald  Jines,  coy'-'inntc-  for  the  Yoting  Adult  Screening  Clinic  in  Dallas,  pssists 
filling  out  quest-  <r~«lrff. 
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.'AIL'  'A      w  - 

The  Bureau  of  L>r 
Conference  on  . 
te/f:  Dr.    Vincent  , 
Burgdorfer,  Rv  •• 
CA.>/.  Bureau  f  ' 


..J   .  „   .tAi 

<*J    /lOii-;/  ft,-. 

.ji.;v  Trdnitn 


i 

~?r:r.css  recent'-  Participants  in  the 
:  io  fricfct.'«.'.  TOP  iHOTO,  from 
."/...  .•..'<..-  TDtiR,  Austin:  Dr.  Witty 
!•;'.'».%  Mont.;  Dr.  Charles  i\.  Swet', 
i.  Robert  Ciegern,  tlrooiis  ArJ. 


BOTTOM  PHOTO  .'  fu  r.JVrcjior  tWi  Cn^uiio-h'ornycotis  incU.  U-.i  these  speakers. 

.'  ' .  t:  -  ' '  '..  Or.  £.'<••<  «V<::«7'wi..i\  Cmter  for 

.    •:.        • .:,        .1;  •//;>,  Ci     .        Wveefa  C'fT 
;  •  ■  v.. >  I .. 


from  Dr.  ( 

Disease  Control, 
TDHR,  Sen  A 
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A  monthly  screening  clinic  'V»r 
young  adults  13  through  20  .  .. 
of  age  has  been  established  in  the 
Da  lias  Health  De p  a r  t rr.  ■  ;i  t 
through  its  Title  XIX  Screening 
Program- 

Dr.  Nancy  Tl.  White,  ma;  ;  »r 
oi  Ir.a  Title  XIX  Scrf*enir^ 
I*rcHram,  said  the  new  clinic 
only  tjives  medical  screening  ''.u:. 
provides  other  health-related 
services  in  order  to  grive 
corr.nrehensive  cove?n;-?e  to  ■;'•,? 
full  spectrum  of  problt-ms 
generated  by  poverty. 

One  probiem  encountered'  • 
that  only  about  55  percent  of  the 
y  o  it  n people  'keep  clinic 
appointments. 

G  e  raid  Jinej  ,  cVv/a.lc; 
coo'dinator,  said  he  feels  som  t  :.i 
ih(.  problem  with  clinic 
a  1 1  e  n  dance  is  due  to 
trans  portation  difficulties. 


San  Antonio  Gais 


San  Antonio  vyiii  b.-Cvjme  a 
major  center  for  research  in 
axhvi'o  .eierosis,  more  commonly 
known  £ls  hardehing  o?  the 
ar  •:  ri  .  as  a  result  of  >.  Rv<  -y  ■ 
$4.'J  nv.Uon  yrant  fpr  cooperative 
->!■•:)■<•■■;  {  ■  be  condu  :cd  in  ±  ■ 
■ '  f-j  >    majc  "  - 

The  .varaonai  Meari.  Luny  and 
•• .  ■  '     itivute  av/ardetl  the 'i;  
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APPENDIX  6 
COMPREHENSIVE  PATIENT  ASSISTANCE 


APPENDIX  7 
NONPARTICIPATION  SURVEY 


APPENDIX  7 


NONPARTICIPATION  Sl'RVFY 

Exhibit  Page 

1.  Nonparticipation  Survey  Control  Group  I.D.  Sheet   382 

2.  Revised  Nonparticipation  Survey  I.D.  Sheet   384 

3.  Pretest  Nonparticipation  Survey  Collection  Instrument   386 

4.  Control  Group  Nonparticipation  Survey  Collection 

Instrument  f   394 

5.  Revised  Nonparticipation  Survey  Collection  Instrument   ^02 

6.  Nonparticipation  Survey  Interviewer  Collection 

Instrument  Instructions   ^10 

7.  Instructions  for  Coding  I.D.  Sheet   411 

8.  Plot  of  Chosen  Survey  Families   A^ 
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Exhibit  1 


NONPARTICIPATION  SURVEY 


CONTROL  GROUP 


I.  D.  SHEET 


DATE 


CLINIC  SITE 


1 .  NAME 


2.  ADDRESS 


3.    MEDICAID  NO. 


4.     NAME  OF  INTERVIEWEE 


5.    RELATIONSHIP  OF  INTERVIEWEE  TO  ELIGIBLE  CHILDREN 


6,     WHO  HAS  MAJOR  RESPONSIBILITIES  FOR  CARE  OF  ELIGIBLE  CHILDREN 


7.    RELATIONSHIP  OF  #6  TO  ELIGIBLE  CHILDREN 


8.    AGE  (IN  YEARS)  OF  PERSON  LISTED  IN  #6 


9.    AGE  OF  ELIGIBLE  CHILDREN'S  MOTHER  (AT  THIS  TIME,  IN  YEARS) 


10.     WHO  USUALLY  TAKES  CHILDREN  FOR  MEDICAL  CARE? 


11.     RELATIONSHIP  OF  PERSON  IN  #10  TO  ELIGIBLE  CHILDREN 


12.     HIGHEST  SCHOOL  GRADE  COMPLETED  BY  MOTHEROF  ELIGIBLE  CHILDREN 
(Circle  highest  grade  attended) 


None  

Elementary- 
High  School 
Col  lege  


0 

1  2  3  4  5  6  7  8 

12  3  4 

12  3  4  5  6+ 


DID  SHE  FINISH  THIS  GRADE? 


YES 


NO 
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I.D.  SHEET-CONTROL  GROUP 


13.     HIGHEST  SCHOOL  GRADE  COMPLETED  BY  PERSON  WITH  MAJOR  RESPONSIBILITIES 
FOR  ELIGIBLE  CHILDREN 


(Circle  highest  grade  attended) 


None  

Elementary  

High  School  

Col  lege  

DID  HE  FINISH  THIS  GRADE? 


0 

1  2  3  4  5  6  7  8 

12  3  4 

12  3  4  5  6+ 

YES  NO 


14.    HIGHEST  SCHOOL  GRADE  COMPLETED  BY  PERSON  WHO  USUALLY  TAKES  CHILDREN  FOR 


MEDICAL  CARE 

(Circle  highest  grade  attended) 

None  0 

Elementary  1  2  3  4  5  6  7  8 

High  School  1  2  3  4 

College  1  2  3  4  5  6+ 

DID  HE  FINISH  THIS  GRADE?  YES  NO 


15.    ETHNIC  GROUP: 


BLACK 
WHITE 

MEXICAN  AMERICAN 

OTHER  SPECIFY 


16.     IF  UNABLE  TO  COMPLETE  INTERVIEW,  REASON(S): 
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Exhibit  2 
REVISED 


NONPARTICIPATION  SURVEY 


I.  D.  SHEET 


*  GROUP 


1 .  NAME 


2.  ADDRESS 


3.    MEDICAID  NO. 


4.    NAME  OF  INTERVIEWEE 


5.    RELATIONSHIP  OF  INTERVIEWEE  TO  ELIGIBLE  CHILDREN 


6.    WHO  HAD  MAJOR  RESPONSIBILITIES  FOR  CARE  OF  ELIGIBLE  CHILDREN 


7.    RELATIONSHIP  OF  #6  TO  ELIGIBLE  CHILDREN 


8.    AGE  (IN  YEARS)  OF  PERSON  LISTED  IN  #6 


9.    AGE  OF  ELIGIBLE  CHILDREN'S  MOTHER  (AT  THIS  TIME,  IN  YEARS) 


10.    WHO  USUALLY  TAKES  CHILDREN  FOR  MEDICAL  CARE? 


11.    RELATIONSHIP  OF  PERSON  IN  #10  TO  ELIGIBLE  CHILDREN 


12.    HIGHEST  SCHOOL  GRADE  COMPLETED  BY  MOTHER  OF  ELIGIBLE  CHILDREN 


(Circle  highest  grade  attended) 


None  

Elementary- 
High  School 
College  


0 

1  2  3  4  5  6  7  8 

12  3  4 

12  3  4  5  6+ 


DID  SHE  FINISH  THIS  GRADE? 


YES 


NO 


CONTROL  GROUP,  SURVEY  GROUP,  OR  PRETEST  GROUP. 
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I.  D.  SHEET 


13.  HIGHEST  SCHOOL  GRADE  COMPLETED  BY  PERSON  WITH  MAJOR  RESPONSIBILITIES 
FOR  ELIGIBLE  CHILDREN 

(Circle  highest  grade  attended) 

None  0 

Elementary  1  2  3  4  5  6  7  8 

High  School  1  2  3  4 

College  1  2  3  4  5  6+ 

DID  HE  FINISH  THIS  GRADE?   _  YES    NO 

14.  HIGHEST  SCHOOL  GRADE  COMPLETED  BY  PERSON  WHO  USUALLY  TAKES  CHILDREN 
FOR  MEDICAL  CARE 

(Circle  highest  grade  attended) 

None  0 

Elementary  1  2  3  4  5  6  7  8 

High  School  1  2  3  4 

College-   1  2  34  5  6+ 

DID  HE  FINISH  THIS  GRADE?  YES  NO 


15.    ETHNIC  GROUP: 


BLACK 


_WHITE 

MEXICAN  AMERICAN 

OTHER  --SPECIFY 


16.     IF  UNABLE  TO  COMPLETE  INTERVIEW,  REASON(S) 
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Exhibit  3 

PRETEST 

NONPARTICIPATION  SURVEY 
COLLECTION  INSTRUMENT 

I. 

A.    Where  do  members  of  your  family  go  most  often  whey  they're  sick? 
1 ■  PARENTS 

a)  Private  doctor's  office 

 b)  Hospital /CI inic 

 c)  Emergency  Room 

 d)  Other  (Specify) 


2.  CHILDREN 

 a)  Private  doctor's  office 


b)  Hospital/Clinic 

c)  Emergency  Room 

d)  Other  (Specify) 


B.    Why  do  you  go  there? 
1 .  PARENTS 

 a)  Convenience   e)  Neighbors  go 

 b)  Know  doctor  f )  DPW  caseworker 


c)  Friends  go   g)  Better  care 

d)  Family  go  h)  Other  (Specify) 


2.  CHILDREN 

 a)  Convenience   e)  Neighbors  go 

 b)  Know  doctor   f)  DPW  caseworkers 

 c)  Friends  go   g)  Better  care 

 d)  Family  go   h)  Other  (Specify) 
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I.  (con't) 

C.  Do  you  go  to  the  same  place  in  an  emergency? 

For  yourself  Yes    Mo      If  No,  where  _______ 

For  your  children  ___  Yes    No      If  No,  where  

D.  Do  you  seek  health  check-ups  for  your  children  when  they're  not  sick 
(other  than  immunizations)?  ____  Yes   No, 

,  If  yes,  where? 

 a)  Private  doctor's  office 

 b)  Hospital /Clinic 

 c)  Health  Dept 

d)  Other  (Specify)   ____,  

E.  Where  do  you  most  often  get  immunizations  for  your  children? 

 a)  Private  doctor's  office 

 b)  Hospital/Clinic 

 c)  Health  Dept. 

 d)  Other  (Specify)  

F.  IMMUNIZATION  HISTORY 

Chi  Ids  First  Name     AGE       DPT       DATE       TOPV       DATE  MEASLES 

Tin)     TNo)     TLast)    "(No.)     TCast)  (Date) 
fyrs)    (rec'd)(Shot)    (Rec'd)  (Shot) 


If  unable  to  complete  immunization  History,  specify  reason: 
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IMMUNIZATION    HISTORY  (CON'T) 


Chi  Ids  First  Name 


AGE       DPT  DATE         TOPV  DATE  MEASLES 

Last)  (Date) 


Tin)     "[No)        TLast)  fNoT) 
(yrs)    (Rec'd)    (Shot)      (Rec'd)  (Shot) 


II 
A. 


Do  you  think  health  care  is  good  for  you? 

your  children? 


Yes 

Yes 


No 
No 


Which  of  the  following  places  do  you  like  best  to  take  your  children 
for  health  care?    (Rank  Order) 


Private  doctors'  office 
Hospital/Cl inic 
Emergency  Room 
Other  (Specify)  _______ 


What  was  the  reason  for  your  first  choice? 
_a)  Treated  well 

b)  Convenient 

c)  Short  wait 

d)  Knew  place  a  long  time 
DPW  recommendation 


Friends  go 
Neighbors  go 
Fami ly  go 
Better  care 
Other  (Specify) 


D.    What  was  the  reason  for  your  last  choice? 

e)  Heard  negative  things 
about  place 

f)  Heard  negative  things 
about  treatment  there 

g)  Other  (Specify)   


d)  Didn't  know  about  place 


a)  Treated  poorly 

b)  Not  convenient 

c)  Long  wait 
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III. 


A.    Do  you  think  any  of  the  following  could  help  you  and/or  your  children 
when  sick? 


B.    What  was  the 

 a 

 b 

 c 

 _d 

e 


C.    What  was  the 

 a 

 b 

 _c 

d 


Rank  Order) 
Chi  ropractors 
Faith  Healers 

Curanderos  -  Folk  Practitioner 

Religious  Healers 

Other  (Specify)  ___„___„___ 


reason  for  your  first  choice? 
Fami ly 
Friends 
Neighbors 
Convenient 
Trust 

Other  (Specify) 


reason  for  your  last  choice? 
Don't  trust 
Don't  know  any 
Never  heard  of  them 
Heard  negative  things  about  them 
Other  (Specify)  


D.    Do  you  use  any  of  the  following  if  you  and/or  your  children  are  sick? 
_a)  Chiropractors 
b)  Faith  Healers 

I  Curanderos 
d)  Religious  Healers 

Other  Specify     
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III.  (Con't) 

E.    Which  of  the  following  would  you  most  often  take  your  children  to  if 
sick? 

 a)  Faith  Healers   e)  Private  doctor's  office 

 b)  Hospital/Clinic   f)  Religious  Healer 

 c)  Curanderos   g)  Other  (Specify)  

 d)  Chirapractor   


IV. 

A.    Do  you  know  about  the  Department  of  Public  Welfare's  EPSDT  Program? 

  Yes  No 

1.    If  Yes,  explain  what  it  means  to  you  


2.    If  No,  tell  what  kind  of  health  exam  DPW  provides 

 a)  Health  history 

 b)  Immunizations 

 __c)  Physical  exam 

 d)  Lab  Tests 

 1)  Blood    Sickle  Cell 

  Anemia 

 Lead 

2)  Urinealysis 

 e)  Dental 

 f )  Fami ly  planning 

B.  Do  you  think  it's  important  for  your  children  to  have  regular  health 
exam? 

  Yes   No 

C.  How  do  you  think  a  regular  health  exam  could  help  your  children? 

 a)  Prevention  of  chronic  illness 
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IV  (Con't) 

 b)  Early  detection  of  illness 

 1)  Education 

 2)  Employment 

 3)  Other  (Specify) 


c)  Early  detection  of  handicaps 

d)  Other  (Specify)   


Do  you  think  the  best  time  to  get  a  health  check-up  for  your  children 
is 


_a)  before  they're  sick 
_b)  while  they're  sick 
c)  after  they've  been  sick 


Are  immunizations  important  to  your  children? 

Yes    No 

 a' 

 b 

c 


1.    If  Yes,  why? 


2.    If  No,  why 


Prevents  future  illness 
Needed  for  school 
Other  (Specify)   


Religious  beliefs 
Don't  like  shots 
Don't  needshots 
Don't  believe  in  shots 
Too  much  trouble,  time 
Other  (Specify)   
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V. 
A. 


Have  your  children  ever  had  a  health  examination 


Yes 


1 .    If  Yes,  where 


No 


Private  doctor's  office 

Hospital/Clinic 

Emergency  Room 

School  (includes  athletics) 

Well  baby  clinics 

EPSDT  Program 

Other  (Specify) 


B.  When  was  last  health  exam  6  mos.  12  mos.   2  Yrs.   5  Yrs. 

C.  Where  would  you  prefer  your  children's  health  examination  done? 

 a)  School  (includes  athletics)   d)  Private  doctor's  office 

 b)  Hospital/Clinic   e)  Emergency  Room 

 c)  EPSDT  Program   f)  Well  baby  clinics 

 g)  Other  (Specify  


D.    Are  your  children  getting  medicaid  care  now  for  some  condition 

  Yes    No 

If  Yes,  where?  

VI. 

A.  Have  you  ever  been  unable  to  keep  an  appointment  for  a  health  exam- 
ination for  your  children    Yes    Mo 

B.  What  caused  you  to  miss  your  appointment 

 a)  Transportation   d  Too  much  trouble 

 b)  Children  sick   e)  Miss  work 

 c)  Others  in  family  sick   f)  Had    to  do  something 
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g)  No  baby  sitter 

h)  Children  will  miss  school 


i)  Appt.  time/day  of  week  not 

convenient 
j)  Forgot  about  appointment 

_k)  Changed  mind 

1)  Child  refused/balked  at  going 


Worker  didn't  make  appt. 

time/day  clear 

Didn't  think  it  important 

Chi  Id  was  not  sick-no 
need  to  go 

Worker  didn ' t  make  an 
appt.  for  client 

Bad  experiences  with  health 
exam  in  past 

Other  (Specify   


C.    How  do  you  rank  the  following  in  the  importance  of  meeting  your  family's 
needs : 


a)  Clothing 
_b)  Housing 
c)  Health 


_d)  Food 

_e)  Recreation 

_f)  Employment 

_g)  Other  (Speecify) 


D.    Can  you  tell  us  what  DPW  might  do  to  make  its  medical  screening 
(health  examinations)  program  more  attractive  to  the  clients? 
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Exhibit  4 

T  CONTROL  GROUP  MONPARTICIPATIOI1  SURVEY 

Lm  COLLECTION  INSTRUMENT 

A.    Where  do  members  of  your  family  go  most  often  when  they're  sick? 
1.  PARENTS 

 _a)  Private  doctor's  office 

 b)  Hospital/Clinic 

 c)  Emergency  Room 

 d)  Other  (Specify)  


2.  CHILDREN 

 _a)  Private  doctor's  office 

 b)  Hospital/Clinic 

 c)  Emergency  Room 

 d)  Other  (Specify)_  


B.    Why  do  you  go  there? 
1.  PARENTS 

 ___a)  Convenience 

 b)  Know  doctor 

 c)  Friends  go 

_____d)  Family  go 


2.  CHILDREN 

 a)  Convenience 

 b)  Know  Doctor 

 c)  Friends  go 

 d)  Fami ly  go 


e)  Neighbors  go 

f)  DPW  caseworker 

g)  Better  care 

h)  Other  (Specify) 


e)  Neighbors  go 

f)  DPW  caseworker 


g)  Better  care 

h)  Other  (Specify) 
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I.  (Con't) 

C.  Do  you  go  to  the  same  place  in  an  emergency? 

For  yourself           Yes    No     If  No,  where  

For  your  children    Yes    No      If  No,  where  

D.  Have  your  children  everhad  a  periodic  health  exam  at  a  place  other 
than  a  EPSDT  clinic?    Yes    No 

If  yes,  where? 

 _a)  Private  doctor's  office 

 b)  Hospital/Clinic 

 c)  Health  Dept.  (included  MLK,  A.  Harris,  Lions  Club, 

Spring  Ave.  Clinics) 
 d)  Other  (Specify)  


E.    Where  do  you  most  often  get  immunizations  for  your  children? 

 a)  Private  doctor's  office 

 b)  Hospital/Clinic 

 c)  Health  Dept.  (includes  MLK,  A.  Harris,  Lions  Club, 

Spring  Ave.  Clinics) 
 d)  Other  (Specify)  


F.  IMMUNIZATION  HISTORY 

Chi  Ids  First  Name     AGE       DPT        DATE  TOPV  DATE  MEASLES 

TTn)     "(no)      TTast)  TnoT)  TLTst)  (Date) 

(yrs)    (rec'd)  (Shot)  (Rec'd)  (Shot) 


If  unable  to  complete  immunization  History,  specify  reason: 
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IMMUNIZATION  HISTORY  (con't) 

II. 

BE  SURE  TO  GET  RESPONSES  TO  BOTH  PARTS  OF  QUESTION  II  A  1&2 

A.  1.      Do  you  think  Medical  care  is  good  for  you?    Yes    No 

A.  2.      Do  you  think  Medical  care  is  good  for  your  children?         Yes   No 

B.    Which  of  the  following  places  do  you  like  best  to  take  your  children 
for  medical  care?     RANK  ORDER 

 a)  Private  doctor's  office 

 b)  Hospital/Clinic 

 c)  Emergency  Room 

d)  Other  (Specify)  

e)  None 


IF  ANSWER  TO  QUESTION  II  B  IS  NONE,  DO  NOT  COMPLETE  QUESTIONS  II  C  OR  II  D 
a)  Treated  well  f )  Friends  go 

 b)  Convenient   _g)  Neighbors  go 

 c)  Short  wait  h)  Family  go 

d)  Knew  place  a  long  time   __i )  Better  care 

 e)  DPW  recommendation  j)  Other  (Specify)  


D.    What  was  the  reason  for  your  last  choice,  if  more  than  one  choice  made 
in  II  b, 

 a)  Treated  poorly  e)  Heard  negative  things 

about  place 

 b)  Not  convenient   f)  Heard  negative  things 

treatment  there 

 _c)  Long  wait   g)  Other  (Specify) 

 d)  Didn't  know  about  place  
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III. 

A.  Do  you  think  any  of  the  following  could  help  you  and/or  your  children 
when  sick?     RANK  ORDER 

 a)  Chiropractors  (does  not  include  MD  or  Osteopathic 

Physicians) 

 b)  Faith  Healers 

 c)  Curanderos-Folk  Practitioner 

 d)  Religious  Healers 

 e)  Other  (Specify)  

 f)  None 

IF  ANSWER  TO  QUESTION  III  A  IS  NONE,  DO  NOT  COMPLETE  QUESTIONS  III  B  OR  III  C 

B.  What  was  the  reason  for  your  first  (or  only)  choice? 

 a)  Family 

 b)  Friends 

 c)  Neighbors 

 d)  Convenient 

 e)  Trust 

 f)  Other  (Specify)_  

C.  What  was  the  reason  for  your  last  choice  if  more  than  one  choice  made 
is  III  A. 

 a)  Don't  trust 

 b)  Don't  know  any 

 c)  Never  heard  of  them 

 d)  Heard  negative  things  about  them 

 e)  Other  (Specify)  

D.  Do  you  use  any  of  the  following  if  you  and/or  your  children  are  sick? 

 a)  Chiropractors   d)Religious  Healers 

 b)  Faith  Healers   e)0ther  (Specify)  

 c)  Curanderos   

 f  )None 


397 


III.  (Con't) 

E.    Which  of  the  following  would  you  most  often  take  your  children  to  if 
they  are  sick? 


_a)  Faith  Healers 

_b)  Hospital/Clinic 

_c)  Curanderos 

d)  Chiraporactor 


_e)  Private  doctors  office 
f)  Religious  Healer 
_g)  Other  (Specify)  


h)  None 


IV. 

A.    Do  you  know  about  the  Department  of  Public  Welfare's  EPSDT  Program? 

Yes  No 


1,    If  Yes,  explain  what  it  means  to  you_ 


2.    If  No,  tell  what  kind  of  medical  services  DPW  provide? 


B.    Do  you  think  it's  important  for  your  children  to  have  Periodic  Health 
exams? 

Yes  No 


C.    How  do  you  think  a  Periodic  Health  exam  could  help  your  children? 
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IV.  (Con't) 


Do.    Do  you  think  the  best  time  to  get  a  Periodic  health  exam  for  your 
children  is? 

 a)  before  they  have  symptoms  of  sickness  (feel  sick,  look 

s i  ck ,  act  s  i  ck  ) 

 b)  when  they're  sick 


c)  after  they've  recovered  from  being  sick 


E.    Are  immunizations  important  to  your  children? 

Yes  No 

 a 

 b 

c 


1.    If  Yes,  why? 


2.    If  No,  why? 


Prevents  future  illness 
Needed  for  school 
Other  (Specify)   


Religious  beliefs 
Don't  like  shots 
Don't  need  shots 
Don't  believe  in  shots 
Too  much  trouble,  time 
Other  (Specify)  


V. 

A.    1.    Have  your  children  ever  had  a  Periodic  Health  examination  before  today? 

  Yes    No 

IF  ANSWER  TO  QUESTION  V  A  IS  YES,  COMPLETE  QUESTION  V  A2 

2.    If  yes  (to  question  V  al),  why  did  you  choose  this  EPSDT  Clinic? 

 a)  Was  told  about  it  at  time  I  was  appling  for/approved  for 

financial  assistance 
 b)  Received  notice  in  mail 

 c)  DPW  contacted  me 

 d)  Friend/Neighbor 

e)  Other  (Specify)  
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3.    If  this  clinic  was  not  available  to  you,  would  you  have  gone  some- 
where else  for  a  Periodic  Health  Exam  for  your  children? 

Yes    No 


4.    If  Yes  (to  question  V  A3)  where  would  you  have  gone  for  the  exam? 

 a)  Private  doctor's  office 

 b)  Hospital/Clinic 

____c)  Emergency  Room 

 d)  School  (includes  those  given  for  athletics) 

 e)  Well  baby  clinics  (includes  MLK,  A.  Harris,  Lions 

Club,  Spring  Ave.  Clinics) 
 f)  Other  (Specify)  


B.    Before  today,  when  was  the  last  Periodic  Health  Exam  your  children 
received?        WITHIN  THE  LAST 

 6  months 

 7-12  months 

 1-2  years 

 3-5  years 

None 


C.    Where  would  you  prefer  your  children's  periodic  health  examination 
done? 

 a)  School  (includes  those  given  for  d)  Private  doctors  office 

athletics) 

 b)  Hospital/Clinic   e)  Emergency  Room 

 c)  EPSDT  Program  (includes  MLK,   _f)    Well  Baby  clinics 

A.  Harris,  Lions  Club,  Spring  (includes  MLK,  A. 

Clinics)  Harris  Lions  Club, 

Spring  Ave.  Clinics) 
 g)  Other  (Specify)  


D.    1.    Are  your  children  getting  treatment  now  for  some  medical  condition? 
  Yes    No 

2.  If  Yes,  Where?  

3.  Where  you  referred  there  from  the  EPSDT  Program           Yes    No 
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VI. 

A.    What  were  some  of  the  problems  or  difficulties  you  had  to  overcome  to 
keep  this  appointment  today? 


a) 

transportation 

j) 

forgot  about  appointment 

b) 

children  sick 

k) 

changed  mind 

c) 

others  in  family  sick 

1) 

child  refused/balked  at 

d) 

too  much  trouble 

m) 

going 

worker  didn't  make  appt. 

e) 

miss  work 

n) 

time/day  clear 

didn't  think  it  important 

f ) 

had  to  do  something  else 

o) 

child  was  not  sick-no 

g) 

no  baby  sitter 

P) 

need  to  go 

worker  didn't  make  an  appt. 

h) 

children  will  miss  school 

q) 

for  client 

bad  experiences  with  health 

i ) 

appt.  time/day  of  week  not 

r) 

exam  in  past 
Other  (Specify) 

convenient 


B.    How  do  you  think  of  the  following  in  the  order  of  importance  in  meeting 
your  family's  needs:    (RANK  ORDER) 

 a)  Clothing   d)  Food 

 b)  Housing   e)  Recreation 

 c)  Health   f)  Employment 

 g)  Other  (Specify)  


C.    Can  you  tell  us  what  DPW  might  do  to  make  its  medical  screening 
(health  examinations)  program  more  attractive    to  the  clients? 
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Exhibit  5 
REVISED 

NONPARTICIPATION  SURVEY 

COLLECTION  INSTRUMENT 

I. 

A.    Where  do  members  of  your  family  go  most  often  when  they're  sick? 
1.  PARENTS 

a)  Private  doctor's  office 
 b)  Hospital/Clinic 

c)  Emergency  Room 

d)  Other  (Specify)  


2.  CHILDREN 

 _a)  Private  doctor's  office 

 b)  Hospital/Clinic 

c)  Emergency  Room 
 d)  Other  (Specify) 


Why  do  you  go  there? 

1.  PARENTS 

 a)  Convenience 

b)  Know  doctor 

 c)  Friends  go 

 d)  Family  go 


_e)  Neighbors  go 
_f)  DPW  caseworker 
_g)  Better  care 
_h)  Other  (Specify)_ 


2.  CHILDREN 


_a)  Convenience 

_b)  Know  Doctor 

_c)  Friends  go 

_d)  Fami  ly  go 


_e)  Neighbors  go 

_f)  DPW  caseworker 

_g)  Better  care 

_h)  Other  ( Specif y)_ 
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I  (Con't) 

C.    Do  you  go  to  the  same  place  in  an  emergency? 

For  yourself    Yes   No     If  No,  where 

For  your  children    Yes  No     If  No,  where 


D, 


Do  you  seek  Periodic  Health  Examination  for  your  children  when  they're 
not  sick  (other  than  Immunizations)?    Yes   No 


If  yes 

 a 

 b 

 c 

d 


where? 

Private  doctor's  office 
Hospital/Clinic 

Health  Dept.  (includes  MLK,  A.  Harris,  Lions  Club, 

Spring  Ave.  Clinics) 
Other  (Specify)  


E.    Where  do  you  most  often  get  immunizations  for  your  children? 


Private  doctor's  office 
Hospital/Clinic 

Health  Dept.  (includes  MLK,  A.  Harris,  Lions  Club, 

Spring  Ave. Clinics) 
Other  (Specify)  


F. 


Childs  First  Name 


IMMUNIZATION  HISTORY 

AGE       DPT        DATE       TOPV  DATE  MEASLES 

Tin)     Tno)      "(Last)    TNoT)  "(Last)  (Date) 

(yrs)    (rec'd)  (Shot)    (Rec'd)  (Shot) 


If  unable  to  complete  immunization  History,  specify  reason: 
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IMMUNIZATION  HISTORY  (Con't) 

II. 

BE  SURE  TO  GET  RESPONSES  TO  BOTH  PARTS  OF  QUESTION  II  A  1  &  2 

A.    1.    Do  you  think  Medical    care  is  good  for  you?    Yes   No. 

A.    2.    Do  you  think  Medical  care  is  good  for  your    Children?  Yes   No 

B.    Which  of  the  following  places  do  you  like  best  to  take  your  children 
for  medical  care?    RANK  ORDER 

a)  Private  doctor's  office 

b)  Hospital/Clinic 

c)  Emergency  Room 

  (J)  Other  (Specify)  


e)  None 


IF  ANSWER  TO  QUESTION  II  B  IS  NONE,  DO  NOT  COMPLETE  QUESTIONS  II  C  OR  II  D 

C.    What  was  the  reason  for  your  first  (or  only)  choice? 

 a)  Treated  well  f )  Friends  go 

b)  Convenient  g )  Neighbors  go 

 c)  Short  wait  h )  Fami  ly  go 

 d)  Knew  place  a  long  time   i)  Better  care 

 e)  DPW  recommendation  j)  Other  (Specify) 


D.    What  was  the  reason  for  your  last  choice,  if  more  than  one  choice  made 
in  II  b. 

a)  Treated  poorly  e)  Heard  negative 

things  about  place 

b)  Not  convenient  f )  Heard  negative 

things  treatment 
 _c)  Long  wait  g)  Other  (Specify) 

 d)  Didn't  know  about  place  
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III. 

A.  Do  you  think  any  of  the  following  could  help  you  and/or  your  children 
when  sick?     RANK  ORDER 

 a)  Chiropractors  (does  not  include  MD  or  Osteopathic 

Physicians) 

 b)  Faith  Healers 

 c)  Curanderos-Folk  Practitioner 

 d)  Religious  Healers 

 e)  Other  (Specify)   

 f)  None 

IF  ANSWER  TO  QUESTION  III  A  IS  NONE,  DO  NOT  COMPLETE  QUESTIONS  III  B  OR  III  C 

B.  What  was  the  reason  for  your  first  (oronly)  choice? 

 a)  Family 

b)  Friends 

 c)  Neighbors 

 d)  Convenient 

 e)  Trust 

 f)  Other  (Specify)  _  _____  

C.  What  was  the  reason  for  your  last  choice  if  more  than  one  choice  made 
in  III  A. 

 a)  Don't  trust 

 b)  Don!t  know  any 

 c)  Never  heard  of  them 

 _d)  Heard  negative  things  about  them 

 e)  Other  (Specify)  

D.  Do  you  use  any  of  the  following  if  you  and/or  your  children  are  sick? 

 a)  Chiropractors   _d)  Religious  Healers 

 b)  Faith  Healers   e)  Other  (Specify)   

 c)  Curanderos  

f )  None 
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Ill  (Con't) 

E.    Which  of  the  following  would  you  most  often  take  you  children  to  if 
they  are  sick? 


_a)  Faith  Healers 
_b)  Hospital/Clinic 
c)  Curanderos 


d)  Chiraporactor 


_e)  Private  doctors  office 
_f)  Religious  Healer 
g)  Other  (Specify)   


h)  None 


IV. 

A.    Do  you  know  about  the  Department  of  Public  Welfar's  EPSDT  Program? 
Yes  No 


1.    If  yes,  explain  what  it  means  to  you 


2.    If  no,  tell  what  kind  of  medical  services  DPW  provide? 


B.    Do  you  think  it's  important  for  your  children  to  have  Periodic  Health 
exams? 

Yes  No 


C.    How  do  you  think  a    Periodic  Health  exam  could  help  your  children? 
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IV.  (Con't) 


D.    Do  you  think  the  best  time  to  get  a  Periodic  health  exam  for  your 
children  is? 

 a)  before  they  have  symptoms  of  sickness  (feel  sick,  look 

sick,  act  sick) 

 b)  when  they're  sick 


c)  after  they've  recovered  from  being  sick 


E.    Are  immunizations  important  to  your  children? 

Yes  No 

 a 

 b 

c 


1.    If  Yes,  why? 


2.    If  No,  shy? 


Prevents  future  illness 
Needed  for  school 
Other  (Specify)   


Religious  beliefs 
Don't  like  shots 
Don't  need  shots 
Don't  believe  in  shots 
Too  much  trouble,  time 
Other  (Specify)   


V. 

A.    Have  your  children  ever  had  a  Periodic  health  examination? 

 .   Yes  _____  No 

1.    If  Yes,  where   _a)  Private  doctors  office 

 b)  Hospital /Clinic 

 c)  Emergency  Room 

d)  School  (includes  these  given  for  athletics) 

.  e)  Well  babyclinics  (includes  MLK,  A.  Harris 

Lions  Club,  Spring  Ave) 

 f)  EPSDT  Program  (includes  MLK,  A.  Harris, 

Lions  Club,  Spring  Ave  Clinics) 
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g)  Other  (Specify)_ 


B.    When  was  last  Periodic  exam? 


WITHIN  THE  LAST, 
_6  months 

 7- 1 2  months 

_l-2  years 
_3-5  years 
None 


Where  would  you  prefer  your  children's  periodic  health  examination 
done? 


_a)  School  (includes  those  given  for 

athletics) 
_b)  Hospital/Clinic 

_c)  EPSDT  Program  (includes  MLK,  A. 
Harris,  Lions  Club,  Spring  Clinics) 


_d)  Private  doctors  office 

_e)  Emergency  Room 

_f)  Well  Baby  clinics 

(includes  MLK,  A.  Harris 

Lions  Club,  Spring  Ave. 

CI inics) 
g)  Other  (Specify)   


D.  1. 

2. 
3. 


Are  your  children  getting  treatment  now  for  some  medical  condition? 

  Yes   No 

If  Yes,  where?      


Were  you  referred  there  from  the  EPSDT  Program 


Yes 
No 


408 


VI. 


A.    What  was/were  the  reason/reason/  that  casued  you  to  miss  your  appoint- 
ments) for  EPSDT  Periodic  Health  Exam? 


a)  transportation 

j) 

forgot  about  appointment 

b)  children  sick 

k ) 

changed  mind 

c)  others  in  family  sick 

1 ) 

child  refused/balked  at 

d)  too  much  trouble 

m) 

going 

worker  didn't  make  appt. 

e)  miss  work 

n) 

time/day  clear 

didn  t  think  it  important 

f)  had  to  do  something  else 

o) 

chi Id  was  not  sick-no 

g)  no  baby  sitter 

p) 

need  to  go 

worker  didn't  make  an  appt. 

h)  children  will  miss  school 

q) 

for  client 

bad  experiences  with  health 

i)  Appt.  time/day  of  week  not 

r) 

exam  in  past 
other  (Specify) 

convenient 

How  do  you  think  of  the  following  in 
your  family's  needs:    (RANK  ORDER) 

the  order 

of  importance  in  meeting 

a)  Clothing 

d) 

Food 

b)  Housing 

e) 

Recreation 

c)  Health 

f) 

Employment 

g)  Other  (Specify)^ 


C.    Can  you  tell  us  what  DPW  might  do  to  make  its  medical  screening 
(health  examinations)  program  more  attractive  to  the  clients? 


T 
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Exhibit  6 

NONPARTICIPATION  SURVEY  INTERVIEWER  COLLECTION  INSTRUMENT 

INSTRUCTIONS 

1.  INTERVIEWERS  SHOULD  NOT  SUGGEST  RESPONSES  FROM  INTERVIEWEE. 

2.  DO  NOT  LEAD  CLIENT  TO  MAKE  CERTAIN  RESPONSES. . 

3.  INTERVIEWERS  SHALL  ASK  QUESTIONS  FROM  SURVEY  INSTRUMENT  AND  LISTEN 
CLOSELY  TO  INTERVIEWEE'S  RESPONSE,  THEN  CHECK  ITEM  THAT  MOST  CLOSELY 
REPRESENTS  THE  INTERVIEWEE'S  ANSWER. 

4.  IF  INTERVIEWEE  RESPONDS  WITH  A  NON-LISTED  ITEM,  INTERVIEWER  SHALL 
CHECK  "OTHER"  AND  PENCIL  IN  ANSWER.    PLEASE  KEEP  "OTHER"  RESPONSES 
BRIEF. 

5.  INSTRUMENT  TO  BE  COMPLETED  IN  PENCIL. 

6.  GLOSSARY  OF  TERMS: 

A.  EPSDT  -  Early  and  Periodic  Screening,  Diagnosis  and  Treatment 

B.  PHE  -  Periodic  Health  Examination 

C.  DPW  -  Department  of  Public  Welfare 

D.  CLIENT  -  Person  receiving  Welfare  Assistance 

E.  DPT  -  Diptheria,  Pertussis,  Tetanus 

F.  TOPV  -  Trivalent  Oral  Polio  Vaccine 

G.  EMERGENCY  ROOM  -  At  Hospital/Clinic 

H.  HEALTH  DEPT  -  Dallas  City  Health  Dept. 

I.  FAITH  HEALERS  -  Individual  who  attempts  medical  care  thru  religious 

practice. 

J.    CURANDEROS  -  One  who  practices  Folk  Medicine  in  Mexican/American 
Community. 

K.    RELIGIOUS  HEALERS  -  Individual  who  attempts  medical  care  thru 

religious  practices  and  is  affiliated  with  a 
specific  church. 

L.    WELL  BABY  CLINICS  -  Free  Dallas  City  Health  Dept.  Clinic  for  children 

age  0-3. 

M.    SICKLE  CELL  -  Abnormality  in  Red  Blood  Cells,  particularly  prevelant 
in  black  race  and  is  genetic  in  origin. 

N.    ANEMIA  -  Deficiency  in  Red  Blood  Cell  Count.    Concentration  of 
Hemoglobin 

0.    LEAD  -  Abnormal  presence  of  Lead  in  Blood. 
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EXHIBIT  7 
INSTRUCTIONS  FOR  CODING  ID  SHEET 


Question       ID  #2 


ID  #5 


ID  #7 


ID  #8 


Zip  75215  =  1 

Zip  75203 

08  =2 

16 

24 

Any  Other  Zip  =  3 

Parents  =  1 

Grandparents  =  2 

Other  Relatives  =  3 

Non-Relatives  =  4 

More  than  one  =  5 

Parents  =  1 

Grandparents  =  2 

Other  Relatives  =  3 

Non-Relatives  =  4 

More  than  one  =  5 

15-19  =1 

20-24  =2 

25-29  =3 

30-34  =4 

35-39  =5 

40-44  =6 

45+  =  7 

Not  applicable  =  99 
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ID  #9                 15  -  19  =  1 

20-24  =2 

25-29  =3 

30-34  =4 

35-39  =5 

40-44  =6 

45+  =  7 

ID  #11               Parents  =  1 

Grandparents  =  2 
Other  Relatives=  3 

Non-Relatives  =  4 

ID  #12               None  =  1 

Elementary  =  2 

High  School  =  3 

College  =  4 

Don't  Know  =  5 


DO  NOT  CODE  2ND  HALF  OF  QUESTION  J_F  #12 
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ID  #13  None  =  1 

Elementary  =  2 

High  School  =  3 

College  =  4 

Don't  Know  =  5 
DO  NOT  CODE  2ND  HALF  OF  QUESTION  ID  #13 

ID  #14  None  =  1 

Elementary  =  2 

High  School  =  3 

College  =  4 

Don't  Know  =  5 

DO  MI  CODE  2ND  HALF  OF  QUESTION  Id  #14 

ID  #15  Black  =  1 

White  =  2 

Mexican  American  =  3 
Other  =  4 

DO  NOT  CODE  QUESTION  ID  #16 
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INSTRUCTIONS  FOR  CODING  SURVEY  AND  CONTROL  SHEETS 


Question 


I  F  Good 
Fair 
Poor 

Non-Classifiable 


=  1 

=  2 
=  3 
=  4 


IV  A 


Yes 
No 


=  1 
=  2 


IV  A  1  Understood 

Didn't  Understand 
Non-Classifiable 


IV  A  2  Knows 

Doesn't  Know 
Non-Classifiable 


IV  C        Stay  Health/Prevent  Illness  =  1 

Detection  of  Illness  =  2 

Other  Reasons  or  Values  =  3 

Non-Classifiable  =  4 


VI  C        Satisfied  =  1 

(expressed  some  form  of  satisfaction) 

Dissatisfied  -  2 

(expressed  some  form  of  dissatisfaction) 


Unresponsive 


=  3 
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DESCRIPTION  OF  ITEMS  AND  GROUPINGS  OF  ITEMS  IN  QUESTION  VI  A 


a)  Transportation 

b,  c)                        Illness  in  Family 

d»  f,  j»  k,  n)             Client  Apathy 

e,  h)                         Economic  or  Social  Needs 

g)  No  Baby  Sitter 

i,  m,  p,  q)                 Administrative  Problems 

0)  Doesn't  Understand  Purpose  or  Need  of  Preventive 

Health  Care 

1)  Child  Refusal 
r)  Other 
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APPENDIX  8 
MAXIMIZED  INTERAGENCY  COOPERATION 


Ms.  Lucy  Martin 
c/o  Special  Projects  Bureau 
3000  S.  Interstate  Highway  35 
Austin,  Tx.  78704 

Dear  Ms.  Martin: 

As  a  part  of  a  concerned  effort  to  increase  the  involvement  and  participation  of 
professional  health  providers  in  Early  and  Periodic  Screening,  Diagnosis,  and  Treat- 
ment (EPSDT)  of  children  under  Medicaid  programs,  the  EPSDT  Urban  Dallas  Project 
invited  the  Division  of  Maternal  Health  and  Family  Planning  to  join  in  this  collaborative 
effort  through  our  participation  in  the  Young  Adult  Clinic.  The  goal  of  the  Family  Plan- 
ning Program  component  of  the  Division  of  Maternal  Health  and  Family  Planning  is  to 
enable  women  of  childbearing  age  to  control  their  fertility,  thus  enabling  a  free  choice 
in  determining  the  number  and  spacing  of  children  in  their  family  through  the  provision 
of  high  quality  family  planning  services.  It  is  recognized  that,  within  Dallas  County, 
adolescent  men  and  women  disadvantaged  by  poverty  or  geographic,  cultural,  or  ethnic 
isolation  often  receive  inadequate  medical  care.   Family  planning  services  are  often  not 
available  and/or  accessible  to  meet  adequately  the  needs  of  this  adolescent  population 
which  can  be  designated  as  medically  and  socially  "high  risk"  patients.  We  therefore 
welcomed  and  accepted  the  invitation  to  participate  in  the  Young  Adult  Clinic.  Subse- 
quent to  this  active  participation,  further  discussions  have  been  held  with  the  staff  of 
the  EPSDT  Project  directed  toward  the  development  of  a  proposal  to  investigate  the 
potential  for  incorporating  the  services  offered  through  EPSDT  into  an  existing  family 
planning  clinic  session.  One  of  the  major  advantages  of  such  a  joint  operation  would 
be  the  avoidance  of  duplicated  services  and  administrative  costs.  Although  the  feasibility 
of  such  a  joint  undertaking  has  not  been  determined  at  this  time,  we  look  forward  to  con- 
tinuing our  discussions  with  the  EPSDT  Project  staff  in  this  area. 

I  would  like  to  thank  you  and  your  staff  in  advance  for  your  continued  interest 
in  and  cooperation  with  our  program,  and  will  look  forward  to  working  further  with 
you  in  the  future. 

Respectfully  yours, 

Dr.  Stephen  F.  Heartwell 
Director 

Division  of  Maternal  Health  and  Family  Planning 

SFHrsw 

cc:      Ms.  Donna  Hutchinson 
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EXHIBIT  1 

RADIO  STATION  KNOK  PREVENTIVE  HEALTH  INTERVIEW  SERIES 
TAKE  CARE  OF  YOURSELF 


Subject:    Lowell  Berry,  M.D. 

Director  of  the  Health  Department 

Agency:     City  of  Dallas 
Dallas,  Texas 


Take  Care  of  Yourself  is  a  series  of  KNOK  interviews.    Medical  and 
community  leaders  take  part  in  telling  you  how  to  take  better  care  of 
yourself.    Dr.  Lowell  Berry  is  Director  of  Public  Health  for  the  City 
of  Dallas,  which  provides  services  for  the  community.    Dr.  Berry  will  talk 
to  us  about  what  the  department  can  do  for  you,  and  what  its  role  in  the 
city  is. 

Q.    Dr.  Berry,  what  are  the  current  health  department  concerns  for  Dallas 
citizens? 

A.    I  think  I  should  begin  by  remarking  that  we  prefer  to  think  of  our 
mission  not  as  a  public  health  but  as  the  health  of  the  public.    And  that 
reversal  of  the  word  does  dignificantly  change  the  meaning.    We  are  current- 
ly in  the  process  of  examining  all  our  programs  with  the  view  to  determine 
just  what  may  be  unique  about  the  opportunities  for  such  a  department, 
and  the  needs  in  an  urban  community  such  as  Dallas.    We  have  made  some  prog- 
ress in  this  area  and  do  expect  to  come  up  soon  with  a  plan  that  will,  in 
fact,  define  the  unique  role  of  a  department  in  an  urban  community- -these 
concerns  and  their  direction. 

Q.    Can  you  tell  me  a  little  bit  more  specifically  what  you  think  is 
needed  first  for  the  city? 

A.    Well,  one  of  the  most  important  things  that  I  think  the  Department  of 
Urban  Health  could  and  should  do  is  to  monitor  the  health  status  of  the 
community  and  help  identify  gaps  in  the  service  delivery  system  and  then 
not  meet  those  needs,  but  help  facilitate  the  meeting  of  those  needs  by 
some  appropriate  agency.    So  I  see  us  as  playing  a  significant  role  in  the 
health  planning  that  is  going  on  in  the  area  at  this  time.    To  express, 
more  specifically,  some  of  the  really  current  concerns:    we  could  refer  to 
things  like  the  venereal  disease  epidemic,  problems  in  tuberculosis  control, 
communicable  disease  problems,  and  the  like. 

Q.    What  services  are  available  at  Martin  Luther  King  Jr.  Community  Center 
that  you  feel  you  would  like  to  talk  about? 

A.    Martin  Luther  King  Jr.  Center  is  one  of  several  in  the  neighborhood 
centers  of  the  health  department.    However,  Martin  Luther  King  is  somewhat 
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unique  in  that  it  has  additional  services.    Those  that  are  prominent  at 
Martin  Luther  King  are  child  health  clinics,  new  born  clinics,  diabetes 
clinics,  immunization  clinics,  maternity  clinics,  dental  clinics,  well 
baby  clinics,  sick  baby  clinics,  TB  nursing  clinics,  and  women,  infants,  and 
children,  and  food  clinic.    In  addition,  we  do  expect  to  have  very  soon  a  full 
time  physician  at  Martin  Luther  King  who  will  even  provide  more  extensive 
services  than  these. 

Q.    How  does  the  Citizen  pay  for  services  at  a  community  center  like  Martin 
Luther  King  Jr. 

A.    The  only  charges  by  the  health  department  at  this  time  are  for  birth 
and  death  certificates,  and  for  immunizations  for  foreign  travel.    All  other 
services  are  without  charge. 

Q.    So  citizens  should  call  in  and  find  out  how  he  can  use  these  services. 
A.    Yes  indeed. 

Q.    Can  you  give  any  comments  that  will  help  the  average  person  to  under- 
stand how  he  can  use  the  health  delivery  system. 

A.    Well,  you  may  refer  to  our  health  delivery  system,  or  our  medical  care 
delivery  system,  really  as  a  non-system,  and  I  don't  mean  to  be  derogatory 
about  using  that  term,  and  it  may  not  be  that  a  non-system  is  bad.    But,  it 
certainly  is  not  organized  as  it  might  be,  and  I  would  urge  that  anyone  with 
a  problem  in  entering  this  system  try  to  find  themselves  a  primary  care 
physician  who  would  guide  him  into  the  services  he  needs.    Unfortunately,  too 
many  people  lack  this  access  to  the  system,  and  take  responsibility  on 
themselves  for  deciding  what  specialist  they  should  go  to.    And  this  causes 
no  problems,  but  a  primary  care  physician  is  the  ideal  access  to  this  system. 

Q.    If  a  person  wants  to  find  out  what  services  he  could  get  for  his  health 
from  the  city,  is  there  any  one  place  that  he  could  call  to  get  into  the 
system,  an  information  center  perhaps?    Is  there  such  a  thing  here  at  the 
health  department? 

A.    Anyone  can  call  the  main  office  at  Amelia  Street  and  receive  this  kind 
of  information.    Yes,  at  anytime. 

Q.    V.D.,  drugs,  poisons,  alcohol,  all  of  these  are  problems  that  occur  in 
a  city;  is  there  any  epicemic  of  these  problems  in  Dallas  or  in  the  State 
of  Texas. 

A.    Of  course,  one  becomes  involved  in  the  definition  of  the  word  epidemic, 
and  I  supposed  essentially  an  epidemic  is  whatever  the  medical  profession 
or  the  health  department  says  is  an  epidemic,  and  I  would  indeed  define 
our  present  outbreak  of  veneral  disease  as  epidemic.    Yes,  and  the  outbreak 
of  problems  of  the  use  of  alcohol  is  an  epidemic.    We  do  not  have  data  on 
poison  problems.    There  are  poisoning  information  centers  in  the  community 
that  handles  these  kinds  of  problems.    This  department  does  not  become  involved 
in  those  problems. 
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Q.    A  lot  is  being  said  about  the  need  to  improve  the  immunization  of 
children,  what  is  the  situation,  currently?   Are  immunizations  needed? 

A.    In  the  city  of  Dallas  the  immunization  levels  among  our  children  are 
better  than  in  many  parts  of  the  U.  5.,  perhaps  better  than  most.    We  did 
a  survey  of  households  in  the  community  in  1975  to  collect  information 
on  the  immunization  levels  of  children,  and  we  found  that  certainly  in 
the  age  group  6-11  the  immunization  levels  were  imminently  satisfactory-- 
being  above  the  90  percent  level  in  all  categories  except  immunization 
against  mumps.    However,  we  would  like  to  see  the  immunizations  in  the 
children  below  age  6  improved,  and  we  are  working  toward  that  goal. 

Q.    Do  you  feel  that  the  situation  for  those  under  6  is  satisfactory,  though? 

A.    No,  it  is  not.    Normally  one  needs  an  immunization  level  of  approximately 
80  percent  to  prevent  an  epidemic  of  any  particular  communicable  disease. 
And  below  the  age  of  6  some  of  the  immunization  levels  are  somewhat  below 
80  percent,  some  as  low  as  30,  and  it  is  interesting  that  if  you  categorize 
the  population  into  upper  and  medium  and  low  income  the  immunization  levels 
follow  those  categories...  being  highest  in  the  upper  income  level. 

*  So  you  are  saying  that  if  you  were  a  member  of  a  family,  a  low  income 
family,  you  would  need  to  check  that  your  children  had  their  shots,  because 
in  your  neighborhood  children  are  more  likely  to  get  sick  with  one  of  the 
epidemic  type  of  diseases,  such  as  measles. 

A.    Yes,  that  is  quite  true.    And  as  I  say,  we  all  are  working  on  this 
particular  problem.    Our  greatest  access  to  this  problem  is  by  way  of  the 
day  care  centers,  and  we  do  have  a  special  program  of  immunizations  that  are 
directed  to  the  children  in  day  care  centers. 

*  People  can  also  go  to  health  care  centers  like  Martin  Luther  King  Jr.  to  get 
their  shots  also. 

A.    Any  of  our  health  centers  provide  immunizations,  yes. 

*  So  that  is  something  that  everyone  should  be  aware  of,  and  it  should  not 
be  too  difficult  to  arrange  to  do  that. 

Q.    What  are  the  health  department  plans  for  the  future? 

A.    As  I  indicated  earlier,  part  of  our  new  mission  that  we  are  defining 
includes  monitoring  the  health  status  of  the  community,  and  that  will  get 
under  way  sometime  this  fiscal  year.    That  is  our  number  one  priority,  and 
second  priority  certainly  is  child  health.    One  is  certainly  impressed  by 
failure  of  efforts  to  change  the  health  destructive  habits  of  adults  as  in 
preventing  smoking,  and  reducing  the  consumption  of  alcohol  and  what  not. 
So,  that  to  me,  the  principle  hope  is  in  reaching  children,  and  even  the 
quite  young  children  at  the  time  when  their  health  habits  can  be  influenced-- 
and  they  can  be  more  motivated  to  live  in  ways  that  will  be  more,  healthful. 


*  Indicates  interviewer  comments. 
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Q.    What  age  groups  are  considered  prime  targets  for  the  preventive  health 
service  that  you  mentioned,  such  as  changing  the  attitudes  of  children? 
Are  there  any  other  age  groups  that  you  will  concentrate  on? 

A.    Well,  again  we  will  be  concentrating  on  children  of  all  ages,  the 
youngest  having  top  priority.    But,  of  course,  if  one  addresses  the  issue 
of  preventive  medicine  and  help  promotion  in  various  ago  groups,  the  prin- 
ciple problems  that  need  to  be  addressed  will  vary  with  the  age  group. 
Certainly  the  primary  problems  will  be  addressed  for  people  60  years  of  age 
and  older  will  be  done  quite  differently  from  those  children  10-15  year  old 
age  group  and  we  will  be  modifying  our  programs  with  this  information  in  mind. 

Q.    Is  there  anything  else  that  you  would  like  to  add  to  anything  that  we 
have  talked  about  today? 

A.    As  we  have  been  talking  recently  about  redefining  the  mission  of  a 
department  of  health,  or  as  we  hope  to  call  ours  the  Department  of  Urban 
Health,  it  is  apparent  to  me  that  public  health  in  recent  years  seems  to 
have  lost  its  mission.    Public  health  rose  some  years  ago  primarily  for  the 
purpose  of  controlling  communicable  disease.    Now  that  the  methodology  and 
techniques  for  controlling  these  diseases  are  known, --so  that  outbreak  of  such 
diseases  result  only  from  failure  to  apply  present  knowledge--publ ic  health, 
I  think,  has  been  floundering  for  a  mission  for  some  time.    Also,  in  recent 
years,  funds,  particularly  federal  funds,  have  been  available  for  providing 
medical  care  services  to  the  indigent.    And  public  health,  generally,  I 
think,  has  become  entrapped  in  providing  medical  care  services  to  the  indi- 
gent because  those  services  was  the  place  where  the  money  was  to  be  found. 
Now  I  think  it  is  time  to  see  if  we  cannot  redefine  our  mission.    I  really 
don't  think  it  is  appropriate  for  a  public  health  department  to  have  certainly 
as  its  primary  mission  providing  disease  treatment  services.    These  are  other 
people  that  are  more  qualified  than  we  to  take  care  of  that  field.    So  I  see 
our  field  as  involving  more  concern  for  not  just  disease  prevention,  but  for 
positively  promoting  health.    And  again,  that  will  be  achieved  by  directing 
our  efforts  to  children.    I  honestly  am  fully  convinced  that  if  we  can  make 
a  major  effort  to  reach  children,  that  within  at  least  2  generations,  we  can 
have  a  population  that  is  significantly  healthier  than  the  present  one.  I 
would  like  to  point  out  at  this  time  that  we  certainly  are  soon  going  to  have 
a  national  health  service.    When  that  time  arrives  and  all  the  people  in  the 
nation  have,  supposedly  the  right  to  medical  care,  their  demands  on  medical 
services  will  be  overwhelmingly  great.    There's  no  way  that  any  nation  can 
afford  all  of  these  treatment  services  that  the  people  can  use.  Therefore, 
to  me  the  only  answer  to  this  problem  is  to  reduce  the  demands  on  medical 
treatment  services.    That  will  be  done  by  enabling  people  to  live  healthier 
lives  so  that  they  have  less  demand  on  desease  treatment  services.    I  am 
fully  convinced  that  it  is  feasible,  scientifically  and  economically,  to 
reduce  the  total  number  of  days  that  each  one  of  us  will  have  to  spend  in  a 
hospital  in  a  life  time.    That  will  be  the  payoff  economically. 

Thank  you  Dr.  Lowell  Berry  for  telling  us  about  the  City  of  Dallas  Public 
Health  Department  and  for  reminding  KNOK  listeners  to  Take  Care  of  Yourself. 
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RADIO  STATION  KNOK  PREVENTIVE  HEALTH  INTERVIEW  SERIES: 
TAKE  CARE  OF  YOURSELF 


Subject:    George  Shelton,  M.D. 
General  Practioner 

Agency:     Private  South  Dallas  Medical  Practice 
Dallas,  Texas 


Take  Care  of  Yourself  is  a  series  of  KNOK  interviews.    Medical  and 
community  leaders  take  part  in  telling  us  how  to  take  better  care  of 
ourselves.    Doctor  George  Shelton  has  a  family  practice  in  South  Dallas. 
He  will  talk  with  us  about  health  services  and  about  preventive  health 
care. 


Q.    Are  there  any  preventive  health  programs  now  available  in  Dallas? 
And,  who  is  eligible  for  these  services;  and,  also,  what  are  your  feelings 
about  preventive  health?   Also,  are  there  any  changes  in  the  medical 
professions  attitude  toward  preventive  health? 

A.    At  present  there  are  a  number  of  programs  that  I  recall  that  are 
involved  in  preventive  health.    A  significant  program  is  the  clinics 
that  are  held  at  MLK  (Martin  Luther  King  Jr.  Community  Center)  facilities. 
And  the  Title  XIX  clinics  that  are  held  throughout  the  South  Dallas 
community  and  the  South  Oak  Cliff  community.    Now  almost  anyone  is  eligible 
to  come  to  MLK  where  they  have  clinics  for  adults  and  clinics  for  children; 
and,  some  specific  clinics  in  hypertension  and  diabetes  are  both  for  adults 
and  children.    Now  everyone  is  eligible  for  services  at  MLK.    All  you  have 
to  do  is  come  and  register  and  get  an  appointment  and  you  will  be  seen. 
The  Title  XIX  program  as  I  understand  is  limited  mainly  to  children  at  this 
stage.    Preventive  medicine  is  very  important  in  our  community.    The  main 
reason  is  that  by  practicing  preventive  medicine,  by  the  physician  practic- 
ing preventive  medicine  they  can  make  the  overall  community  aware  of  various 
diseases  that  may  affect  their  lives.    Chronic  disease  and  so  on.    They  can 
also  be  aware  of  the  chronic  diseases  like  measles,  mumps,  whooping  cough 
in  children.    They  can  eradicate  these  by  taking  preventive  steps  such  as 
having  immunizations  at  the  proper  time.    The  adults  can  be  helped  by  going 
either  to  their  clinics  or  their  family  physician,  and  in  some  cases  fire 
stations,  to  get  their  blood  pressure  checked,  get  tested  for  diabetes  and 
other  chronic  diseases  so  that  these  diseases  may  be  prevented  or  at  least 
arrested.    There  are  other  organizations  also  in  preventive  medicine,  mainly 
family  planning  and  planned  parenthood.    There  a  woman  can  get  checked  for 
cancer  by  use  of  a  cancer  smear,  and,  many  instances,  by  getting  routine 
cancer  smears  an  individual  may  prevent  or  may  get  these  tests  to  satisfy 
herself  emotional ly--that  she  doesn't  have  cancer,  and  this  is  a  part  of 
preventive  medicine. 
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There  are  certain  changes  that  I  think  are  very  important  in  the 
medical  profession.    I  think  that  more  physicians  place  emphasis  on  yearly 
check-ups. . .doing  more  diagnostic  work  in  the  field  of  preventive  medicioe 
to  try  to  keep  the  people  from  having  illnesses.    It  is  better  to  prevent 
a  person  from  having  prolonged  illness  rather  than  to  treat  these  illnesses 
after  it's  become  chronic,  and  in  many  times  acute,  and  may  in  some  instances 
cause  death. 

Q.    Dr.  She! ton,  how  often  do  children,  adults,  and  adults  over  55  need  to 
be  examined? 

A.    I  feel  that  children,  especially  very  small  children,  say  from  the  age 
of  birth,  to  six  years  of  age,  over  one  year  of  age  should  be  examined,  and 
get  immunizations  every  three  months.    Then  at  the  end  of  a  year,  should  be 
examined  and,  of  course,  they  should  be  examined  yearly  after  that  until 
school  age.    And,  during  the  period  from  6  to  adolescence,  I  think  twice  a 
year  every  two  years  would  be  satisfactory.    Adults—more  or  less  depends  on 
the  patient's  health--if  they  have  some  disease  like  Rheumatic,  bronchial 
asthma  or  some  chronic  disease,  sometimes  may  require  yearly  check-ups,  some- 
times require  check-ups  every  5  to  6  months;  but,  I  think  a  yearly  check-up 
is  sufficient  for  an  adult.    If  these  diseases  are  present  and  some  other 
disease  suspected,  I  think  that  every  six  months  that  they  should  be  examined. 
Adults  over  55,... they  very  definitely  need  to  have  a  complete  physical 
examination,  including  lab  work  and  X-rays,  yearly. 

Q.    Speaking  about  check-ups,  a  lot  of  people  are  saying  these  days,  that 
sickle  cell  anemia  needs  to  be  looked  at  by  parents  for  themselves  and  for 
children,  could  you  say  something  about  symptoms  of  sickle  cell  anemia  and 
sickle  cell  trait,  and  some  of  the  check-ups  that  need  to  be  done  for  these? 

A.    Yes,  well  one  thing,  these  has  been  a  lot  of  emphasis  on  sickle  cell 
anemia  for  the  last  few  years.    However,  it  is  not  a  new  disease.    It  was 
first  discovered  in  Chicago  in  1904  by  Dr.  Hereck  and  some  more  work  was  done 
on  it  in  1909  showing  how  it  develops.    By  showing  that  under  low  oxygen 
tension  many  of  the  cells  in  Negroes  are  sickled  or  form  a  half  moon.  The 
symptoms  of  sickle  cell  anemia  mimic  many  other  diseases  but  main  symptoms 
generally  are  joint  pains,  abdominal  pains,  weakness,  tiredness,  and  generally 
these  people  are  of  small  stature.    Now  the  sickle  cell  trai t, .. .there  may  - 
not  be  any  symptoms.    Its  symptoms  are  generally  present  when  a  person  goes 
in  the  hospital  or  has  been  examined  by  the  family  physician,  and  a  blood 
test  is  run,  and  they  find  some  sickling.    And,  there  is  a  difference  in 
sickle  cell  trait  and  sickle  cell  anemia,  in  the  type  of  blood  types  have. 
The  sickle  cell  trait  is  AS,  while  the  sickle  cell  anemia  is  SS.    But  one  of 
the  findings  that  you  find  in,  sickle  cell  trait,  sometimes  is  on  examination 
of  urine  hemoturia. 

Q.    Are  there  many  chronic  diseases  affecting  the  black  community  in  parti- 
cular?   What  would  you  advise  people  to  do  about  some  of  these  problems? 

A.    The  most  important  chronic  disease  affecting  the  black  community,  I  feel 
is  the  hypertension  problem.    Blacks  have  severe  hypertension  and  it's  a 
type  of  hypertension  that  may  occur  early.    Meaning  people  in  their  teens, 
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people  in  their  early  20s.    Now  there  have  been  several  things  offered  as 
to  cause,  as  to  why  these  younger  people,  younger  black  people  have  hyper- 
tension.   It's  the  tension  some  say,  the  strife  they  go  through,  and  so  on. 
Actually,  we  do  not  know  what  causes  the  potential  hypertension  but,  in 
particular,  what  we  need  to  do  is  to  follow  these  people  closely  when  we 
find  them  hypertensive.    They  need  to  get  expert  care;  they  need  to  get 
medication;  they  need  to  be  followed  by  the  doctor,  by  the  nurse,  by 
various  organizations  in  the  community--! ike  in  church— organizations  that 
will  take  their  blood  pressure  at  regular  intervals.    It  is  very  important 
that  hypertension  be  corrected,  that  the  blood  pressure  be  corrected 
because  of  the  complications  of  hypertension--you  know,  these  people 
frequently  have  strokes,  they  frequently  have  cardiovascular  diseases,  and 
for  that  reason— for  the  complication  as  well  as  the  hypertension... 
and  another  complication  is  renal  disease.    These  people  should  be  watched 
carefully,  and  this  should  be  a  project  for  the  whole  community  to  do. 

Q.    Is  there  anything  else  you  would  like  to  add  to  any  of  the  points  that 
we  have  already  discussed  before  we  close? 

A.    I  think  that  Dallas  is  a  good  community  to  live  in,  I  think  that  we 
are  making  progress  in  the  health  field  in  our  community  particularly  in 
West  Dallas  and  also  in  South  Dallas  and  South  Oak  Cliff.    I  certainly 
would  like  to  see  more  black  physicians  in  the  community,  in  the  immediate 
community.    I  would  like  to  see  a  hospital,  a  community  hospital  in  this 
community.    We  have  one,  a  very  good  hospital.    We  certainly  need  more  beds. 
We  need  more  people  in  the  specialists  fields.    Such  as  neurology,  op t homo- 
logy ,  radiology,  and  so  on.    And,  even  more  so,  we  need  more  family 
physicians  in  the  community. 

Thank  you  Dr.  Shelton  for  telling  us  about  preventive  health  care  situation 
in  the  community  and  for  reminding  KNOK  listeners  to  Take  Care  of  Yourself. 
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RADIO  STATION  KNOK  PREVENTIVE  HEALTH  INTERVIEW  SERIES 
TAKE  CARE  OF  YOURSELF 


Subject:    Richard  Adams,  M.D. 

Director  of  Health  Services 

Agency:     Dallas  Independent  School  District 
Dallas,  Texas 


Take  Care  of  Yourself  is  a  series  of  KNOK  interviews.    Medical  and 
community  leaders  take  part  in  telling  you  how  to  take  better  care  of 
yourself.    Dr.  Richard  Adams  is  Director  of  Health  Services  for  the 
Dallas  Independent  School  District  (DISD),  which  provides  services  for 
children  of  the  community.    Dr.  Adams  will  talk  with  us  about  the  role 
of  the  Health  Services  Department,  and  the  services  it  provides  to  Dallas 
Independent  School  District  students. 


Q.    Dr.  Adams,  what  school  health  services  are  available. 

A.    Well,  I  think  I  should  probably,  before  I  get  into  the  specifics, 
make  a  general  comment  about  the  philosophy  of  the  school  district. 
As  you  know,  we  are  in  the  business  of  education,  and  we  do  not  attempt 
to  provide  total  health  care  for  students.    However,  we  are  very  interested 
in  identifying  any  health  problems  which  might  affect  learning,  and  con- 
sequently, we  work  very  close  with  community  health  professionals  and 
agencies  toward  this  end.    I  guess  the  best  way  to  perhaps  describe  what 
is  available  is  to  talk  about  how  a  school  nurse  spends  her  time. 

We  have  a  hundred  school  nurses,  and  fifty  nurse  aides.    And  the  full 
measure  areas  that  they  concentrate  on,  the  public  is  usually  aware  of-- 
the  first  aid  type  services  available  in  the  schools.    They  also  spend 
a  great  deal  of  their  time  in  what  we  call  communicable  disease  control. 
Meaning  we  try  to  hold  down  the  incidence  of  infection  in  the  school. 
And  the  big  area  there  of  course  is  immunization  and  I  think  we  will 
probably  get  into  that  a  little  bit  more,  later.    The  third  area  is 
evaluation  of  ill  students  when  they  come  from  the  classroom  to  the  clinic: 
who  may  go  back  to  the  class;  who  may  go  home;  who  needs  to  see  a  physician 
right  there  and  then.    And  then  the  last  area  is  health  appraisal.  Now, 
any  of  our  students  that  do  not  have  regular  health  care  and  do  not  see  a 
private  physician  on  a  regular  basis—and  the  school  nurses  health  appraisal 
is  often  their  only  contact  with  a  health  professional,  and  this  is  not  a 
physical,  a  complete  physical  examination  in  a  sense  that  a  doctor  would  do.. 
But  it  does  include  vision  and  hearing  screening,  and  dental  inspection, 
and  inspection  for  other  health  problems  that  might  be  identified.  Then 
from  all  these  areas  we  do  make  referrals  to  private  physicians  and  to 
community  agencies.    So  briefly  stated,  that  is  the  skeleton  of  what  the 
health  services  consist  of. 


429 


Q.    Are  there  any  special  ways  that  parents  can  take  advantage  of  these 
services. 

A.    What  I  have  just  described  is  nothing  a  parent  has  to  do.    These  things 
will  happen  automatically,  in  fact,  they  would  have  to  specifically 
request  that  their  child  not  participate,  if  they  so  wished. 

Q.    At  this  time  of  the  school  year,  when  students  are  reentering,  I  imagine 
there  is  a  big  push  for  children  to  get  their  shots,  could  you  tell  us  why 
is  immunization  or  getting  your  shots,  is  so  important? 

A.    Okay,  from  the  individual  standpoint,  the  diseases  that  we  are  talking 
about  can  cause  death  and  significant  chronic  health  problems.    We  are  very 
interested  in  doing  this  because  anyone  who  is  over  35  remembers  the  polio 
epidemic,  and  the  number  of  deaths  that  resulted  from  this,  and  the  long 
term  crippling.    Some  public  health  officials  finally  discovered  that  the 
best  way  to  improve  immunizations  rate  in  a  given  community  was  to  make  it 
mandatory  for  school  enrollment.    And  so  legislation  was  passed  in  1970 
which  mandated  this.    And  at  present  time  in  the  Dallas  Independent  School 
District  our  immunization  rate  is  above  98  percent.    So  this  has  been  an 
effective  way  to  deal  with  the  significant  public  health  problem. 

Q.  How  does  the  school  district  handle  a  child's  records,  or  getting  the 
shots?    How  is  that  taken  care  of? 

A.    Among  the  things  that  a  parent  must  bring  to  enroll  the  child  is  the 
immunization  record,  and  it  is  reviewed  by  the  principal  and  school  nurse 
and  if  his  immunizations  are  not  complete,  he  is  not  enrolled.    We  also 
try  to  assist  families  perhaps  who  are  new  to  the  city  to  find  a  way  to 
get  these  immunizations.    And  on  occasion  where  the  need  existed  we  have 
had  school  based  immunization  clinics  also. 

Q.    How  does  good  health  affect  the  school  work  of  students? 

A.    That  is  a  very  pertinent  question,  I  am  not  sure  I  can  answer  it  in 
25  words  or  less,  I  guess  the  most  obvious  thing  is  that  we  would  like  to 
reduce  absenteeism:    if  the  child  is  not  present,  he  cannot  learn.    So  child- 
ren with  chronic  health  problems,  for  example,  an  asthmatic  child,  if  he 
were  not  managed  properly  from  the  medical  standpoint,  had  numerous  absences, 
he  would  not  benefit  from  his  education  as  much  as  he  might,  so  when  we  come 
across  a  child  like  this,  we  try  to  assist  the  parents  to  get  proper  manage- 
ment of  the  chronic  health  problem.    Of  course,  the  second  thing,  even  though 
you  are  there,  is  in  order  to  make  sure  that  there  is  not  a  health  barrier  to 
learning,  such  as  a  vision  loss,  a  hearing  loss,  or  some  other  problem. 
So,  as  I  said,  we  try  to  identify  and  remove  any  health  barriers  to  learning. 

Q.    What  can  parents  do  to  help  remove  the  barriers--heal th  barriers  if  you 
want.    What  can  parents  do? 
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A.    Once  we  identify  the  problem,  it  is  the  parents'  responsibility  to  seek 
appropriate  medical  consultation.    If  they  do  not  follow  through  say,  with 
a  vision  loss  that  we  have  identified,  then  the  child  would  continue  to  have 
difficulty  in  the  classroom.    Again  we  would  assist  them  in  finding  resources 
if  there  were  problems  there. 

Q.    Is  there  any  way  that,  if  a  parent  notices  a  problem,  he  can  come 
and  speak  with  the  school  nurse  to  get  an  opinion  as  to  what  to  dor 

A.    Yes,  as  a  matter  fact,  at  the  opening  of  every  school  we  encourage 
parents  to  let  us  know  of  any  existing  health  problem  that  they  are 
aware  of  so  that  school  people  can  plan  around  any  potential  emergency 
situation.    Or,  if  they  have  a  question,  want  to  know  if  they  should  see 
their  physician  about  a  problem,  the  school  nurse    is  availahle  for 
consultation  at  any  time. 

Q.    What  is  the  importance  in  the  steps  that  are  being  taken  in  regard 
to  preventive  health  care  for  Dallas  Independent  School  District  students? 

A.    Again  regarding  the  importance  of  preventive  health  care,  we  could 
spend  an  hour  session,  also.    The  very  obvious  statement  is  that  if  you 
are  healthy  you  are  happy.    However,  if  you  are  ill  it  alludes  to  some  of 
the  other  ways  that  affect  school  performance.    Prevention  is  much  easier 
than  treating  a  problem  after  it  occurs.    We  are  very  much  in  favor  of 
regular  medical  check-ups,  and  not  waiting  until  the  problem  occurs. 

Q.    Some  things  cannot  be  forseen,  for  example,  accidents,  and  auto 
accidents  are  a  leading  health  problem.    Where  do  most  accidents  occur; 
and  what  do  parents  need  to  be  aware  of  about  accidents? 

A.    If  you  are  talking  about  school  age  children,  most  of  these  accidents 
do  not  occur  at  school.    And  accidents,  as  you  probably  know,  is  the 
leading  cause  of  deaths  in  the  four  year  old  to  15  year  old  age  group, 
actually  on  up  to  eighteen  also.    And  within  the  accident  category,  the 
increase  in  motor  vehicle  accidents  raises  sharply  when  a  student  gets 
his  driver  license.    5o  if  you  are  talking  about  trying  to  do  anything 
about  this,  about  the  only  generalization  you  can  make  would  be  that  it 
is  probably  desirable  to  have  students  take  the  formal  driver  education 
course. 

Q.    Are  there  any  programs  of  special  interest  that  are  set  up  to  assist 
student  health? 

A.    I  think  that  one  of  the  most  exciting  things  probably  that  we  have 
at  this  time  is  cooperation  with  the  medical  school  and  the  C  &  Y  Projects: 
The  Children  and  Youth  Projects.    These  are  located  on  three  of  our  school 
campuses,  one  high  school  and  two  elementary  schools,  and  is  a  complete 
health  care  team,  including  peditrician,  and  all  supportive  staff, 
nurses,  and  so  forth.    And  this  is  a  model  throughout  the  country,  and 
has  been  in  operation  for  eight  years  now.    The  health  care  facility 
is  on  the  campus  and  students  may  see  a  physician  at  any  time  during  the 
school  day.    Parents  do  not  have  to  take  off  work.    There  is  no  charge, 
and  ,  I  suspect  that  some  of  the  national  planning  is  going  to  pay  a 
great  deal  of  attention  to  this  type  of  health  care  delivery. 


431 


Q.    One  thing  that  has  come  along  recently,  has  been  the  special  effort 
to  put  services  for  the  handicapped  in.    Could  you  say  anything  about 
that? 

A.    Yes,  there  is  a  new  federal  legislation,  PL94142,  which  mandates 
appropriate  educational  opportunities  for  all  children  regardless  of  handicap 
and  condition.    And  school  districts  throughout  the  nation  are  having  to 
gear  up  to  handle  students  that  are  severely  and  multiply  handicapped 
and,  elsewhere  in  the  past,  were  found  other  than  in  the  public  school 
system.    So  we  are  adding  such  people  as  occupational  therapist,  physical 
therapist,  enlarging  our  special  education  teachers,  staff  psychologist, 
nurses,  and  so  forth,  in  an  effort  to  serve  these  students  properly. 
So  this  is  a  current  big  effort  tc  serve  this  group  of  students. 

Q.    So  that  if  a -parent  has  a  handicapped  child  and  has  been  keeping  that 
child  at  home,  it  would  be  good  to  check  with  the  school  district  for 
admission. 

A.    That  is  correct,  and  the  first  place  to  start  is  the  home  school 
principal . 

Q.    What  kind  of  overall  preventive  health  care  system  for  students  would 
you  like  to  suggest  to  parents? 

A.    There  are  many  places  to  get  preventive  health  care.    And  the  only 
generalization  I  would  make  would  be  that  is,  in  this  age  that  we  are 
talking  about,  school  age  children  should  be  given  an  annual  review  that 
includes:    taking  a  complete  history,  performing  a  physical  examination, 
making  sure  that  immunizations  are  current,  and  treatment  for  any  existing 
problem.    This,  of  course,  can  come  from  a  private  physician,  general  , 
practitioner,  pediatrician,  or  one  of  the  numerous  agencies  like  the  city 
health  department  clinic,  well  baby  care,  and  the  mentioned  C  &  Y  Project. 
There  are  numerous  agencies ;  and,  again,  we  would  offer  assistance  to 
parents  in  finding  a  resource  that  they  feel  is  good  for  them,  if  they 
want  to  talk  to  us  about  it. 

Q.    Is  there  anything  else  you  would  like  to  add? 

A.    I  would  only  say  that  we  have  had  excellent  cooperation  with  our  parents, 
and  we  would  like  to  continue  to  encourage  them  to  call  on  us  any  time  that 
we  could  be  of  assistance. 

Thank  you.    Dr.  Richard  Adams  has  been  talking  with  us  about  the  health 
services  of  the  Dallas  Independent  School  District,  and  we  would  like  to 
thank  him  for  reminding  KNOK  listeners  how  to  Take  Care  of  Yourself. 
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RADIO  STATION  KNOK  PREVENTIVE  HEALTH  INTERVIEW  SERIES: 
TAKE  CARE  OF  YOURSELF 


Subject:    Barbara  Cambridge 

Director  of  Social  Services 

Agency:     Maternal  Health  and  Family  Planning 
Dallas,  Texas 


Take  Care  of  Yourself  is  a  series  of  KNOK  interviews.    Medical  and 
community  leaders  take  part  in  telling  you  how  to  take  better  care  of  your- 
self.   Barbara  Cambridge  is  Director  of  Social  Services  for  Maternal  Health 
and  Family  Planning,  which  has  several  clinics  serving  the  Dallas  community. 
Ms.  Cambridge  will  talk  with  us  about  the  way  you  can  use  the  services  and 
why  you  may  want  to  use  them. 


Q.    Barbara,  what  services  are  available  through  Family  Planning  and  Maternal 
Health  Clinics?    Where  are  the  clinics  and  are  there  any  requirements  a 
person  must  meet  before  qualifying  for  your  services? 

A.    There  are  a  variety  of  services  provided  in  Maternal  Health  and  Family 
Planning.    And  I  will  just  briefly  list  some  of  them:    birth  control  educa- 
tion, birth  control  supplies,  pregnancy  testing,  pelvic  examination,  breast 
examination,  cancer  smear  test,  serology  for  venereal  disease,  gonorrhea 
testing,  referrals  for  prenatal  care,  referrals  for  abortions,  vasectomy, 
sterilization  for  females,  counseling.    These  are  some  of  the  basic  kinds 
of  services  provided.    There  are  no  requirements  to  use  our  service.  And, 
persons  simply  may  call  in  and  make  an  appointment  or  come  by.    Our  clinics 
are  located  throughout  Dallas,  and  we  have  one  in  Dallas  county.    We  have  a 
clinic  on  Spring  Avenue,  in  South  Dallas;  two  clinics  in  Oak  Cliff,  one  at 
Lancaster-Kiest  .and  one  at  the  Oak  Cliff  Lion's  Club.    We  have  a  clinic  in 
West  Dallas  at  the  ua<Las  West  Shopping  Center.    We  have  a  clinic  in  North 
Dallas,  on  North  Henderson,,  and  we  have  a  new  clinic  that  will  be  moving 
today.    We  will  be  moving  irrto  it  today.    It  will  take  the  place  of  the 
Parkland  clinic,  on  the  fourth  floor.    And  this  clinic  will  be  located  at 
Maple  and  Butler  Avenues,  and  it's  called  Maple  Plaza  Family  Planning  Clinic. 

Q.    Is  there  any  cost  involved  in  your  services? 

A.    No.    All  of  our  services  are  free. 

Q.    Is  birth  control  an  issue  in  the  Black  community,  and  how  important  an 
issue  do  you  feel  it  is? 

A.    Birth  control  is  a  personal  issue  because  it  affects  people  as  individuals. 
I  think  the  failure  or  the  consequences  of  not  using  a  birth  control  method 
in  terms  of  planning,  in  terms  of  spacing  one's  family  provides  certain  kinds 
of  problems  that  affect  the  Black  community.    Overpopulation,  in  terms  of 
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one's  inability  to  care  for  your  children  as  you  would  like  to  have  them 
cared  for.  I  am  not  talking  about  overpopulation  in  terms  of  numbers,  I 
am  talking  about  it  in  terms  as  they  relate  to  individual  families.  Be- 
cause for  one  house  one  more  child  may  be  an  overpopal ated  house.  .  For  a 
couple  who  would  not  like  to  have  any  children  period,  one  pregnancy  may  be 
an  overpopulated  house. 

Q.    When  and  why  should  a  teenager  or  young  adult  seek  your  services? 

A.    We  think  because  we  try  and  offer  a  variety  of  services,  education  being 
one  of  the  major  ones,  that  young  women  who  have  reached  their  age  of  enter- 
ing into    adolescence,  more  specifically  have  begun  to  menstruate, who  would 
be  interested  in  learning  more  about  their  bodies  --  how  it  works  --  something 
about  both  the  physical  and  the  psychological  aspects  of  growing  up„.„A 
young  woman  would  do  well  to  come  by  and  see.    We  have  staff  people  who  would 
be  more  than  happy  to  talk  about  problems  of  menstruation,  problems  of  just 
the  physical  development  of  females;  also  for  males.    It  is  not  just 
restricted  for  females.    So  we  think  that  a  parent,  or  a  parent  and  daughter, 
or  parent  and  son  for  that  matter,  may  come  at  any  time  that  they  so  choose. 
We  provide  more  than  just  contraceptives  for  birth  control. 

Q.    What    kind  of  services  can  you  provide  to  someone  who  is  a  man? 

A.    Well,  we  encourage  males  to  participate  because  in  providing  any  services 
whether  it  is  contraceptive  services  or  whatever,  it  takes  two  people.  We 
encourage  males  to  come  by,  to  come  with  their  partners,  to  come  to  maternity 
clinics  with  their  partners,  to  come  to  family  planning  clinics  with  their 
partners,  to  have  some  kind  of  input  into  what's  going  to  happen  with  her. 
To  learn  something  more  about  their  relationship  and  how  best  to  handle  it. 
We  can  provide  condoms,  we  can  also  recommend  them  in  yellow,  red,  green, 
purple,  whatever  colors.    There  are  men  who  have  decided  that  they  would 
choose  to  have  a  vasectomy,  which  is  a  permanent  form  of  sterilization,  and 
we  can  recommend  that,  too  and  can  provide  it. 

Q.    Going  back  to  young  adults  for  a  minute,  is  there  a  problem  with  young 
adults  or  teenagers  using  your  services? 

A.    No.    Our  services  are  available  to  anyone,  regardless  of  their  age.  We 
encourage  young  people  to  consider  very  carefully  their  responsibility  for 
their  own  sexual  behavior.    We  see  far  too  many  young  people  who  say,  "It 
just  happened.    I  didn't  think  it  could  happen  to  me."    Why  couldn't  it 
happen  to  you.    Any  time  you  engage  in  sexual  intercourse  without  using  a 
method  or  a  reliable  means  of  contraceptive  you  have  just  increased  your 
chances  of  becoming  pregnant.    But  so  many  people  within  our  society  just 
operate  on  chance.    Whatever  happens,  happens.    If  I  plan  something,  if  I 
think  about  something,  it  means  that  I  am  going  to  go  and  do  it.  Not 
necessarily.    Not  only  the  young  adult  or  the  teenager  needs  to  be 
responsible  for  their  sex  lives  though.    Everyone  does.    Everyone  does  and 
I  think  sometimes  we  lay  a  very  heavy  trip  on  young  people  by  expecting  them 
to  be  something  that  we  are  not  ourselves.    We  also  see  many  adults,  and  I 
do  mean  many,  who  have  not  accepted  their  responsibility  as  sexual  people. 
And  I  think  until  we  can  help  adults  do  this  too  we  will  lay  a  heavy 
responsibility  on  young  people.    I  think  we  can  excuse  it,  but  I  think  we 
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have  to  be  aware  of  the  fact  that  it  exists  for  both  adults  and  with  young 
people. 

Q.    What  problems  can  occur  when  persons  don't  use  services  that  you  offer? 

A.    I  think  probably  some  of  the  basic  problems  would  be  unplanned  or  an 
untimely  pregnancy--a  pregnancy  that  is  not  desired  by    either  partner. 
For  the  young  couple  who  are  just  married,  just  getting  started,  a  preg- 
nancy can  be  a  disaster.    Because,  it  puts  an  additional  strain  on  a  rela- 
tionship.   For  the  man  who  is  struggling  working  two  jobs,  an  untimely 
pregnancy  can  really  just  blow  him  out  of  his  saddle,  causing  him  to  leave 
home,  cause  him  to  develop  drinking  problems,  and  many  other  kinds  of  pro- 
blems that  we  see.    For  the  young  girl  who  is  13  or  14  it  affects  her  whole 
being  the  rest  of  her  life,  her  education,  her  job  capabilities  and  a  lot 
of  other  things.    For  the  mother  who  has  3,  4,  5,  children,  who  for  some 
reason  or  another  choses  not  to  have  physical  exams  over  the  last  several 
years,  she  comes  in  to  see  us,  we  do  a  cancer  test  for  her  and  it  comes 
back  positive.    This  kind  of  thing  could  have  been  avoided,  we  could  have 
detected  it  far  much  earlier  if  she  had  just  chosen  to  come  by  and  say 
"Hey  look,  I  have  not  had  a  pap  smear,  have    not  had  a  physical  exam  in 
two  or  three  years.    I  need  an  exam."    And  that  is  what  we  are  set  up  to 
do  and  are  available  to  do  because  everything  we  do  is  not  necessarily 
birth  control.    It  doesn't  have  to  be. 

Q.    As  the  person  in  charge  of  social  services  for  the  Maternal  Health  and 
Family  Planning  agency  you  probably  see  a  lot  of  teenage  pregnancies,  but 
just  how  large  a  problem  is  it  in  Dallas,  as  compared  to  other  parts  of 
Texas,  and,  also,  what  should  listeners  be  aware  of  regarding  teenage 
pregnancies? 

A.    Teenage  pregnancy  is  a  serious  problem,  whether  it  is  in  Dallas  or  in 
the  nation.    And  we  do  know  now  that  it  is  beginning  to  have  some  national 
prominence.    I  can't  imagine  why  its  taken  so  long,  because  it  has  been 
with  us  for  a  very  long  time.    I  could  tell  you  why,  but  I  am  not  going  to 
take  the  time.    It's  a  national  concern.    In  looking  back  at  the  statistics 
in  1975,  and  we  are  working  on  the  statistics  for  1976, --there  were 
approximately  100,000  females  between  the  ages  of  13-19  years  of  age  in 
Dallas  county,  and  an  estimated  30,000  were  sexually  active.    We  also 
know  that  women  19  years  and  under  deliver  approximately  6,000  live  births 
in  Dallas  County.    Now  that  does  not  include  fetal  death,  does  not  include 
spontaneous  abortions,  does  not  include  induced  abortions.    I  am  only 
talking  about  6,000  live  births.    You  can  add  another  1,000  or  2,000  in 
the  other  categories,  that,  I  think,  would  be  truly  reflective  of  what's 
going  on.    Now  we  also  found  that  during  that  year,  there  were  178  live 
births  reported  to  mothers  14  years  of  age  and  under.    So  that  one  of  the 
things  that  we  are  seeing  right  now  is  a  severe  increase  in  pregnancies 
among  10,  11,  12,  and  13  year  olds.    And  even  more  astounding  is  a  repeat 
pregnancy  for  a  young  woman  who  is  16  years  of  age.    So  it  is  a  problem, 
a  serious  problem. 

Q.    And  there  is  probably  a  danger  to  the  young  person's  physical  well 
being,  too,  if  she  has  a  child,  and  maybe  even  for  the  child  itself. 
Would  you  be  able  to  say  anything  about  that.    You  know,  something 
to  the  effect  that  people  who  are,  say  the  age  of  14  and  start  to  have 
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a  child,  what  happens  to  their  body,  or  what  can  happen  to  that  child? 

A.    Pregnance,  normal  pregnancy--if  there  is  any  such  thing  —  is  not  without 
risk.    All  risks  are  drastically  increased.    We  are  talking  about 
increase  in  the  probability  of  prematurity,  increase  in  the  probability  of 
her  child  being  born  with  a  very  low  birth  weight,  an  increase  in  the 
probability  of  a  child  being  born  with  a  neurological  defect,  brain  damage, 
or  whatever.    We  also  know  that  in  taking  a  look  at  some  statistics  that 
six  percent  of  the  first  babies  born  to  girls  13  and  14  years  of  age  died 
in  the  first  year  of  life.    So  there  are  some  very  serious  kinds  of  health 
risks  both  to  the  young  mother  and  to  their  offspring.    And  in  addition  to 
that,  the  social  problems  that  affect  that  girl  and  that  girl's  offspring, 
and  that  family,  not  only  the  girl  and  her  family  but  the  young  man  too, 
and  will  have  a  definite  effect  on  them  for  the  rest  of  their  lives. 

Well,  thank  you  for  talking  to  us.    You  have  been  listening  to  Barbara 
Cambridge  in  charge  of  social  services  for  Maternal  Health  and  Family 
Planning  agencies  telling  you  how  to  better  Take  Care  of  Yourself. 
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RADIO  STATION  KNOK  PREVENTIVE  HEALTH  INTERVIEW  SERIES: 
TAKE  CARE  OF  YOURSELF 


Subject:    Lucy  Patterson 
Counci Iwoman 

Agency:      City  of  Dal  las 
Dallas,  Texas 


Take  Care  of  Yourself  is  a  series  of  KNOK  interviews.    Medical  and  comm- 
unity leaders  take  part  in  telling  you  how  to  take  better  care  of  your- 
self.   Lucy  Patterson  is  a  Counci Iwoman  for  the  City  of  Dallas,  which 
ultimately  provides  many  overall  services  for  the  community.    Ms.  Patterson 
will  talk  with  us  about  how  you  can  use  those  services;  and,  which 
services  are  needed  in  the  community. 


Q.    Ms.  Patterson,  what  are  your  concerns  for  the  improvement  of 
city  health  services? 

A.    My  major  concern  at  this  time  is  that  the  city  be  starting  October  1 
to  get  busy  providing  the  improvements  that  the  city  council  provided  in 
the  budget  for  the  services.    The  city  health  department  has  long  been 
one  of  those  departments  where  the  funding  has  not  increased  at  the 
same  rate  as  other  departments  of  the  city.    The  staffing  has  not  been 
improved  as  it  should  have. been.    So  there  are  not  enough  public  health 
nurses.  There  are  not  enough  doctors.    The  council  did  provide  some 
additional  funding  to  fill  some  of  these  positions  and  to  provide  some 
public  health  education.    Because  one  of  the  things  that  has  been 
dreadfully  missing  in  that  department  is  adequate  public  health  ed- 
ucation program.    I  am  very  concerned  that  we  provide  as  much  in  the 
way  of  public  education  about  health,  and  health  needs,  and  how  people 
can  utilize  our  services,  and  then  provide  some  quality  services 
not  say  we  have  them,  and  have  the  citizen  come  and  find  the  services 
of  poor  quality.    So  it  is  kind  of  a  quantity  and  quality  concern  that 
I  have. 

Q.    Good.    What  are  the  funding  problems  that  face  the  city  health 
delivery  system? 

A.    I  really  don't  think  there  are  any.    This  is  the  second  year,  at 
budget  time,  the  city  has  increased  the  manager's  recommendation  for 
funding  city  health  programs.    The  city  has  access  to  both  state  grants 
and  private  grants,  federal  funds,  and  city  tax  dollars  a  general 
fund  money.    We  have  had  input  from  all  over  the  community. . .all 
income  levels  and  all  races  of  people  asking  us  to  improve  the  services. 
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So,  I  don't  think  funding  is  really  a  problem.    I  think  the  council  is 
convinced  that  the  money  has  to  be  made  available  to  prevent  further 
investments  down  the  line  in  health  problems  that  will  cost  tremendous 
amounts  more  if  we  don't  adequately  fund  now.    Of  course,  there  is  the 
concern  or  the  issue  of  the  merger  of  the  City  of  Dallas  health  program 
with  the  County  of  Dallas  program.    That's  been  proposed  since  the 
1950s  or  sometime  in  the  1940s  and  ft  is  still  being  worked  on.  I 
think  one  of  the  things  that  kept  the  development  of  the  health  dep- 
artment at  the  city  level  stagnent,  is  that  everyone  says  "well,  next 
year  maybe  we'll  be  merging  or  purchasing  services..."    I  think  we 
reached  a  decision  this  time  that  we  have  to  fund  the  program  and 
provide  good  service  to  our  citizens,  and  expect  the  county  to  pick 
up  that  quality  service  if  there  is  a  merger  or  purchase  of  service 
arrangement . 

Q.    I  understand  that  there  is  a  proposal,  for  enlarged  primary  health 
care  to  be  brought  before  the  council  that  some  people  are  trying  to 
get  into  the  city.    Do  you  see  that  that  improvement  in  the  system  can 
happen,  and  still  keep  health  cost  in  line  with  what  the  city  can  afford? 

A.    That  is  a  real  question.    We  did  deal  with  one  program  that  was  going 
to  be  a  $15,000,000  grant  program  to  come  to  the  City  of  Dallas,  and 
to  be  in  connection  with  Parkland  Hospital.    Parkland  Hospital  decided 
they  did  not  wish  to  participate  and  this  was  a  primary  health  care 
program  at  the  neighborhood  level.    The  immediate  funding  for  the  city 
for  the  first  three  years  would  not  have  been  a  problem.    There  may 
have  been  some  problem  in  maintaining  that  level  of  service  with  city 
tax  funding.    So  that  there  probably  would  have  to  be  developed  some 
kind  of  sliding  fee  scale  for  those  that  were  not  able  to  pay.  The 
third  party  payment  of  Medicaid  and  Medicare  of  the  health  program 
would  probably  have  helped.    If  what  everybody  in  the  health  field  is 
saying,  that  national  health  insurance  is  definitely  coming  instead 
of  just  a  political  issue  in  Washington,  then  by  the  time  the  founda- 
tion funds  have  been  utilized  we  should  have  been  well  into  a  national 
health  program  that  would  have  picked  up  those  costs.    The  city  was 
not  hesitant  about  going  into  the  program;  we  just  were  not  able  to 
do  it  because  of  required  county  hospital  cooperation  with  it. 

Q.    On  another  topic,  what  is  being  done  to  maintain  a  health  environ- 
ment for  the  people  through  the  management  of  air,  water,  and  noise 
pol lution? 

A.    Well  I  guess  the  major  thing  was  separating  the  Environmental 
Health  Department  from  the  Public  Health  Department.    And,  adequately 
funding  that  operation  so  that  there  is  adequate  monitoring  of  that 
air  and  water  pollution.    The  city  has  attempted  to  meet  all  the  Environ- 
mental Protection  Agency's  requirements  for  water,  air,  sewage.  We 
just  invested  in  a  very  expensive  sewage  treatment  plant  in  southeast 
Oak  Cliff.    That  is  above  the  standards  that  has  been  required  for 
the  water.    Pollution  is  a  real  problem  because  people  will  continue  to 
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put  wasteand  litter  in  the  gutters  which  washes  down  into  the  streams 
which  continues  to  pollute  the  Trinity  and  other  streams,  White  Rock 
Lake,  and  those  kinds  of  things.    Public  education  is  going  to  have  to 
take  care  of  that.    And,  the  city  is  planning  a  public  education  drive 
to  fight  against  people  --  to  slow  down  the  litter,  not  put  grass  in 
the  sewer  mains  and  don't  throw  dead  animals  down  sewer  lines,  those 
kinds  of  things.    So  its  going  to  have  to  be  a  cooperative  venture  be- 
tween the  citizens  and  the  governmental  bodies,  to  make  the  environment 
safe. 

Q.    Yes  there  is  a  lot  of  need  for  educating  the  public.    Do  you  feel  that 
enough  is  done  to  encourage  an  education  about  preventive  health 
programs,  instead  of  the  crisis  orientated  system  that  people  seem  to 
be  in  now,  if  someone  breaks  an  arm  they  go  to  a  hospital    --  you  know 
--  instead  of  getting  a  check-up. 

A.    We  hope  this  time  that  we  are  providing  a  mobile  van,  a  health  van, 
a  health  education  van  that  will  provide  some  preventive  health  education 
information.    We  are  again  looking  at  some  kind  of  spots  with  the  local 
media  stations  to  inform  people  on  a  public  service  basis.  Unfortunately 
the  city  does  not  have  funds  for  public  relations.    There  are  some 
things  being  done,  enough  is  not  being  done,  there  is  never  enough  done. 
Our  whole  public  health  system  in  this  country  is  based  on  sick  care 
rather  than  preventive  care  or  health  care.    Really.    And  it  is  going  to 
take  a  tremendous  change  in  the  attitude  of  the  funding  body,  and  the 
consumer,  and  everyone  to  have  a  good  preventive  public  health  program. 
I  think  that  dollar  savings  will  be  tremendous,  even  if  the  initial 
investment  was  high.    What  we  would  save  down  the  line  in  cost  of  both 
to  the  individual  and  to  the  governmental  agencies  providing  the  service 
would  be  tremendous. 

Q.    What  do  you  feel  are  the  health  related  social  problems  that  you  see? 

A.    Those  are  numerous.    One  of  the  growing  problems  that  we  can  identify 
in  the  community,  of  course,  is  veneral  disease.    It  is  a  great  social 
problem  today  among  our  young  people.    Untreated  venereal  disease  causes 
all  kinds  of  long  term  physical  and  mental  illnesses,  and  the  community 
ends  up  bearing  the  brunt  of  the  cost  of  those  illnesses,  if  not  the 
initial  cost  of  treating  the  disease.    The  lack  of  preventive  health 
care  causes  all  kinds  of  problems  for  children.    Both  a  lack  of  preven- 
tive health  care  for  the  mother  while  she  is  carrying  the  child  and 
follow-up  care  for  the  child. 

It  has  been  identified  that  mental  retardation  is  one  of  the 
real  problems.    It  is  growing.    Maybe  recognition  of  it  is  growing 
rather  than  the  problem  growing.    But  so  many  teenage  mothers  have  a 
number  of  children  being  born  with  mental  retardation  and  with  birth 
defects  that  would  be  preventable  if  they  had  good  prenatal  care,  if  they 
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understood  the  reason  for  getting  prenatal  care  at  all,  and  good  nutrition, 
and  all  the  things  that  go  to  make  for  a  healthy  child.    So  we  have  the 
social  problems  that  result  from  the  long  term  care,  welfare  benefits 
for  children  that  are  handicapped,  and  retarded,  as  they  become  adults, 
providing  different  kinds  of  work  and  training  programs  and  educational 
systems,  now  the  state  is  mandated  to  help  these  handicapped  and  re- 
tarded children,  from  age  3.    So  the  cost  of  education  is  going  up  and 
that  is  another  problem  that  the  lack  of  good  health  care  causes.  And, 
there  are  just  too  many  to  try  to  name  all  of  them. 

Q.    Well,  thank  you.    Is  there  anything  else  that  you  would  like  to  add 
to  any  of  the  points  that  we  have  talked  about? 

A.    I  guess  the  major  thing  that  I  would  like  to  say  is  I  hope  that  the 
people  listening  to  this  will  themselves  take  advantage  of  the  health 
care  they  know  about,  and  if  they  don't  know  about  any,  that  they  take 
the  time  to  try  and  find  out  what  is  available  to  them  through  the 
City  of  Dallas  program,  and  the  county  programs,  so  that  we  can  have 
a  more  healthy  program. 

Very  good;  thank  you,  Miss  Patterson,  for  telling  us  about  the  community 
health  situation  and  for  reminding  KNOK  listeners  how  to  take  care  of 
themselves . 
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RADIO  STATION  KNOK  PREVENTIVE  HEALTH  INTERVIEW  SERIES: 
TAKE  CARE  OF  YOURSELF 


Subject:    Shirley  Nealy  and  Jerry  Jackson 
Dental  Health  Educators 

Agency:      Dallas  City  Dental  Health  Program 
Dallas,  Texas 


Take  Care  of  Yourself  is  a  series  of  KNOK  interviews.    Medical  and  community 
leaders  take  part  in  telling  you  how  to  take  better  care  of  yourself.  Shirley 
Nealy  and  Jerry  Jackson  are  dental  health  educators  for  the  Dallas  City 
Dental  Health  Program,  which  provides  services  to  the  community.  Shirley 
and  Jerry  will  talk  with  us  about  the  way  you  can  use  the  Dallas  City  Dental 
Health  Program  services  and  why  you  may  want  to  use  them. 

Q.    Shirley,  what  community  dental  services  are  avialable? 

A.    The  Dallas  City  Dental  Health  Program  has  many  community  services 
available.    We  do  health  education  for  the  community,  and  the  YMCA,  the 
girls'  clubs  and  the  boys'  clubs.    And,  we  have  dental  services  within 
five  clinics  in  the  city  limits  of  Dallas.    I  would  like  to  name  these 
clinics  and  their  locations.    It  might  be  seme  of  our  viewers  would  like 
to  use  these  services.    We  have  five  different  clinics.    They  are  located 
in  different  sections  of  town:    Martin  Luther  King  Jr.  Community  Center, 
2922  Forest  Avenue,  426-1011,  extension  437;  Juanita  Craft  Community 
Center,  located  at  4500  Spring  Avenue,  428-6881;  West  Dallas  Community 
Center,  located  at  3710  North  Hampton  Road,  631-2144;  in  the  Oak  Cliff 
section  the  clinic  is  located  at  1713  East  13th  Street,  941-5900.  We 
serve  the  elderly  as  well  as  the  very  young.    At  this  time  Jerry  will 
tell  you  the  procedures  of  receiving  these  services. 

To  receive  the  services  from  the  Dallas  Dental  Health  Program,  first, 
you  must  live  in  the  city  of  Dallas.    Next,  the  program  operates  to  serve 
low  income  people--that  is, we  work  on  a  sliding  scale  according  to  your 
income.    Third,  you  must  have  an  appointment.    We  work  on  an  appointment 
basis.    So  if  you  think  that  you  are  interested  or  qualify  for  this  program, 
call  the  numbers  that  Shirley  has  just  named  for  you. 

Q.    You  mainly  do  this  for  the  low  income  groups. 

A.    Yes,  we  mainly  work  with  low  income  groups. 

Q.    I  would  like  to  ask  both  of  you  what  is  your  job  with  the  Dallas  City 
Dental  Health  Program? 

A.    My  job  with  the  Dallas  City  Dental  Health  program  is  as  a  health 
educator.    Part  of  my  job  as  a  health  educator  is  to  work  with  the  boys 
and  girls  in  DISD,  the  community  services,  to  help  the  coordinators 
of  centers  set  up  a  dental  health  education  program.    During  these  dental 
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health  education  programs,  the  Dallas  City  Dental  Health  Program  provides 
the  material,  the  information,  the  handouts,--! ike  tooth  brushes,  floss-- 
and  assists  recreation  coordinators  in  setting  up  health  education  for  the 
boys  and  girls,  too. 

Q.    Jerry,  are  those  the  kinds  of  things  you  do,  or  do  you  do  different 
things? 

A.    Well,  basically,  Shirley  and  I  do  the  same  type  of  work.    I  mostly 
work  in  the  community  setting  up  community  programs  that  will  help  promote 
good  dental  health.    For  example,  "Body  and  Soul  Health  Awareness  Day." 
This  idea  was  created  last  year  to  bring  health  to  the  South  Dallas 
Community.    Also,    I  work  with  the  Frazier  Court  Community  setting  up  a 
"Frazier  Court  Brush-In  Program"  and  the  Pleasant  Grove  community  as  far 
as  having  "Anyone  for  Peanuts?  Pleasant  Grove  Goes  Peanuts  Behind  Dental 
Health"  and  we  also  work  in  one  of  the  DISD  elementary  schools,  Clair 
Oliver,  and  set  up  a  health  fair  for  them.    So  basically  m    job  is  to 
create  an  atmosphere  that  will  help  people  to  learn  about  good  dental 
health  in  a  healthy  environment. 

Q.    I  would  also  like  to  ask  you,  Jerry,  what  should  parents  do  to  see 
that  their  children  grow  up  with  good  teeth. 

A.    First  of  all,  I  think  parents  should  learn  what  good  dental  health 
means.    Secondly,  I  think  that  parents  should  stop  awarding  their  children 
with  candy  and  other  sugary  foods.    And,  third,  I  think  parents  should 
supervise  their  children  in  brushing  techniques  and  flossing  techniques. 
This  is  very  important  and  we  found  that  a  majority  of  the  parents  don't  know 
what  it  includes  to  have  good  dental  health. 

Q.    Shirley,  how  important  is  the  food  we  eat  in  keeping  a  healthy  mouth 
and  teeth? 

A.    Food  is  important.    Food  is  what  we  eat.    The  mouth  is  the  gateway 
to  good  health,  and  good  health  is  dependent  on  a  daily  balanced  diet.  And 
a  well-balanced  diet  is  made  up  of  the  basic  four.    The  basic  four  are 
the  milk  group,  the  meat  group,  the  fruit  and  vegetable  group,  and  the 
bread  and  cereal  group.    All  these  foods  affect  all  health  in  some  way. 
Vitamin  C  is  commonly  known  as  the  vitamin  for  healthy  gums.    The  best 
sources  of  vitamin  C  are  raw  fruits  and  vegetables,  especially  citrus 
fruit.    It  helps  prevent  bleeding  gums.    B  complex  vitamins  are 
beneficial  to  prevent  cracks  in  the  corner  of  the  lips,  sore  tongues  and 
many  other  mouth  sores.    The  source  of  food:    fresh  fruit,  vegetables, 
enriched  breads,  and  lean  meat.    Protein:    protein  is  needed  for  building 
and  repairing  tissue.    It  is  found  in  meat,  fish,  eggs,  dried  peas,  beans, 
nuts,  and  milk.    It  is  important  that  children  learn  at  an  early  age  the 
importance  of  eating  foods  that  promote  good  dental  health.    If  they 
would  learn  it  at  an  early  age--this  is  something  that  they  can  carry  on 
over  to  their  adult  life. 

Q.    Jerry,  are  there  any  misunderstandings  that  people  have  and  use  that 
actually  work  against  their  having  good  teeth? 

A.    First  of  all,  in  the  school  we  have  found  that  children  call  plaque 
--'what  plaque  is--plaque  is  the  sticky  film  that  forms  on  your  teeth 
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after  24  hours,  which  is  made  up  of  foods,  bacteria,  dead  skin,  salivia, 
and  other  different  things,  but  they  call  this  plaque  butter.    The  proper 
name  of  it  is  plaque.    So  this  is  the  step  that  we  think  we  should  find  out: 
What  is  the  yellow  stuff,  as  children  call  it.     It  is  called  plaque,  not 
butter.    Secondly,  we  have  found  that  a  lot  of  people  feel  that  they  need 
tooth  paste  to  clean  their  teeth.    We  know  that  tooth  paste  is  good  for  your 
teeth  for  it  puts  floride  on  your  teeth, --those  tooth  pastes  that  have 
f loride,--but,  really,  you  don't  need  tooth  paste  to  clean  your  teeth.  We 
recommend  that  you  clean  your  teeth  first  with  water,  because  we  see 
children  in  school  that  don't  brush  their  teeth  because  they  don't  have 
tooth  paste.    We  recommend  that  you  brush  your  teeth  first  with  water  and 
then  If  you  have  tooth  paste,  brush  your  teeth  with  tooth  paste.    And  we  also 
recommend  that  you  use  a  soft  bristle  tooth  brush.    A  soft  bristly  tooth 
brush  will  not  cut  the  gums.    Many  years  ago,  some  years  ago,  they  used  to 
use  hard  bristle  tooth  brushes.    We  recommended  hard  bristle  tooth  brushes 
and  things  like  this,  but  from  the  studies  we  find  that  a  soft  bristly  tooth 
brush  and  brushing  a  certain  way,  the  Bass  technique,  can  massage  the  gums, 
and  it  will  not  cut  the  gums.    So  these  are  just  some  of  the  things  that 
we  found  people  think  that  they  need:    hard  bristle  tooth  brushes , --they 
think  they  need  tooth  paste  to  clean  their  teeth,  and  they  don't  know 
what  the  stuff  is  they  get  on  their  teeth. 

Q.    Shirley,  are  there  any  other  things  that  you  feel  that  are  misunder- 
standings about  how  to  take  care  of  your  teeth,  that  people  have? 

A.    Brushing  is  fine;  I  find  a  lot  of  our  boys  and  girls  don't  use  floss. 
And    we  have  known  in  recent  years  that  you  really  need  to  use  dental  floss. 
You  really  can't  do  a  good  job  of  cleaning  your  mouth  just  by  cleaning  with 
a  tooth  brush.    Because,  brushing  your  teeth,  you  are  to  clean  the  chewing 
surfaces,  the  labial  surfaces,  and  the  front  surfaces  of  the  teeth.  You 
need  to  clean  the  plaque  between  the  teeth.    This  is  called  the  interproximaty 
This  is  where  most  of  the  plaque  is  found  in  your  mouth.    Since  you  can't 
get  the    tooth  brush  down  between  teeth.    Teeth  should  be  brushed  after 
each  meal.    And  this  is  not  always  possible.    And  then,  since  we  are  not 
always  able  to  brush  our  teeth  three  or  four  times  a  day,  especially  with 
chi ldren,--chi  ldren,  their  mouths  need  to  be  cleaned  each  night  before  they 
are  put  to  bed.    Because  of  the  plaque  forming  on  the  mouth.    And,  plaque 
is  constantly  forming.    During  the  day  these  people  are  talking,  they  are 
drinking,  they  are  eating,  and  they  can  keep  the  mouth  fairly  clean  during 
the  day.    But  with  this  plaque  forming,  and  these  children  going  to  bed  with 
food  inside  of  their  mouth,  during  the  night  when  they  are  sleeping  their 
mouth  becomes  dry,    and  this  is  when  the  little  germs  that  are  inside  of 
your  mouth  these  little  germs  constantly  eat  on  your  teeth  and  this  is  bad, 
because  this  causes  cavities. 

Very  good,  thank  you,  Shirley  Nealy,  Jerry  Jackson  for  telling  us  about 
the  Dallas  City  Dental  Health  Program  and  for  reminding  KNOK  listeners 
to  Take  Care  of  Yourself. 
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RADIO  STATION  KNOK  PREVENTIVE  HEALTH  INTERVIEW  SERIES: 
TAKE  CARE  OF  YOURSELF 


Subject:    Dr.  Drew  Alexander 
Agency:     West  Dallas  Youth  Clinic 


Take  care  of  yourself  is  a  series  of  KNOK  interviews.    Medical  and  community 
leaders  take  part  in  telling  you  how  to  take  better  care  of  yourself.  Dr. 
Drew  Alexander  is  director  of  the  West  Dallas  Youth  Clinic,  located  on  the 
Pinkston  High  School  campus  in  West  Dallas.    He  will  talk  with  us  today  about 
health  services  that  are  available  to  young  adults  in  the  community. 

Q.    Dr.  Alexander,  are  adolescents  or  young  adults  able  to  get  medical  service 
they  need? 

A.    The  answer  to  the  question  is  yes.    There  are  certainly  different  types 
of  medical  services  that  are  available  around  the  community.    Our  particular 
clinic  in  West  Dallas  has  been  set  up  to  meet  the  needs  of  the  adolescents 
or  teenagers  in  the  West  Dallas  Area.    We  are  located  on  the  Pinkston  High 
School  campus.    This  makes  for  a  rather  unique  arrangement  in  terms  of  all 
the  students  of  Pinkston  being  able  to  have  ready  acess  to  our  clinic.  There 
are  medical  services  for  adolescents  around  the  City  of  Dallas  and  again  I 
think  those  adolescents  need  or  want  services.    The  services  are  available. 

Q.    What  is  a  comprehensive  heal th  care  clinic,  I  understand  that  is  what 
you  have  here. 

A.    We  think  that  a  comprehensive  health  care  center  is  one  that  meets  the 
total  need  of  the  patient.    When  we  say  total  need  of  the  patient  we  must 
always  keep  in  mind  that  health  care  problems  do  not  always  mean  that  the 
adolescent  or  teenager  has  to  be  "sick".    Many  times  some  people  think  of  going 
to  the  doctor;  they  think  of  problems  like  a  bad  cold,  a  pnuemonia,  asthma, 
diabetes,  urinatary  track  infection.    We  like  to  keep  in  mind  that  all  the 
types  of  problems  that  affect  an  adolescent  or  teenager  in  life  are  health 
concerns.    Because  they  certainly  in  one  way  or  another  affect  the  health  of 
an  individual.    Let  me  give  an  example,  we  certainly  find  that  individuals 
who  are  not  doing  well  in  school  tend  to  have  health  care  problems.    They  go 
along  with  not  doing  well  in  school.    And  we  like  to  attend  to  those  problems 
in  addition  to  just  the  problems  of  for  instance  bad  cold,  pneumonia,  etc. 
In  terms  of  our  staff,  we  have  nurses  and  doctors,  but  in  addition,  we  also 
have  psychologists,  social  workers,  nutritionist,  soon  we  will  have  a  dentist. 
In  terms  of  sports  injuries,  or  injuries  that  occur  on  the  athletic  field, 
we  have  a  physical  therapist  that  comes  one  afternoon  a  week.    Any  service 
or  problem  that  we  cannot  deal  with  in  our  clinic  building,  we  refer  to 
either  Parkland  or  some  other  resource  in  the  community  that  are  able  tn 
deal  with  that  problem.    So  when  we  are  asked  the  question  what  is  comprehensive 
health  care  we  like  to  think  of  it  as  being  health  care  that  not  only  includes 
the  body,  but  includes  every  aspect  of  where  the  adolescent  is  in  terms  of 
their  growth,  and  of  their  development. 
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Q.    What  are  some  of  the  mental  health  misunderstandings  and  what  can  a 
young  adult  do  to  deal  with  his  problems;  how  can  he  get  service;  is 
parent  consent  a  factor? 

A.    In  terms  of  the  mental  health  misunderstanding  it  reminds  me  of  the  time 
when  "adolescents  were  all  crazy."    I  think  that  when  you  take  a  look  at 
mental  health,  the  same  as  you  look  at  medical  health,  everyone  has  got 
problems.    Teenagers  have  got  problems,  adults  have  problems.    Until  we 
find  a  way  to  solve  those  problems,  those  problems  continue  to  persist  to 
bother  us,  to  create  more  problems.    The  adolescent  I  think  is  at  a  point  in 
life  that  they  are  just  beginning  to  have  to  solve  problems.  They 
certainly  want  to  ask  the  question,  "Am  I  okay,  is  what  I  am  thinking  right, 
is  what  I  am  thinking  wrong,  is  what  I  am  doing  right,  am  I  making  the 
right  decisions  at  the  right  time."    The  issue  I  think  is  with  understanding, 
and  understanding  certainly  comes  through  experience.    When  we  deal  with  the 
mental  health  problem,  we  primarily  want  to  be  absolutely  sure  that  we  are 
differentiating  a  true  psychiatric  problem  from  just  a  problem  that  may  be 
related  to  stress,  say  because  of  grades,  because  of  pressures  from  the  streets, 
because  of  pressures  from  mom  and  dad.    And  if  we  are  looking  at  problems 
that  are  related  to  stress,  if  we  are  looking  at  problems  that  are  related 
to  being  unable  to  solve  a  problem  that  may  not  be  simple  for  a  12  year  old, 
but  might  be  simple  for  a  25  year  old,  then  we  are  talking  about  a  different 
mental  health  problem.    And  certainly  where  we  get  into  the  severe  type  of 
mental  disease  we  refer  those  problems  on  to  more  appropriate  resources. 
But  as  long  as  we  are  talking  about  the  every  day  types  of  problems  that  can 
bring  chaos  into  one's  live,  those  types  of  problems  can  certainly  be  dealt 
with  in  a  comprehensive  clinic  setting. 

Q.    How  do  parents  fit  into  this  picture? 

A.    In  terms  of  parent  involvement,  are  you  asking  about  the  issue  of  parental 
consent? 

A.  Yes. 

A.    Parental  consent  I  think  is  a  somewhat  touchy  issue.    The  adolescent  or 
young  adult  frequently  feel  somewhat  inhibited  about  bringing  parents  into 
the  health  care  decision.    On  the  same  hand,  I  think  many  times  the  adolescent 
or  young  adult  would  like  or  is  asking  how  can  I  tell  my  parent  about  the 
particular  problem  that  I  am  having.    I  think  that  we  need  to  look  at  it 
in  those  two  lights.    The  first  light  being  legal  in  the  sense  that 
technically  before  an  adolescent  can  receive  services  the  parents  must  be 
aware  and  must  consent  on  a  written  statement  that  they  agree  with  the 
adolescents  receiving  services.    I  think  the  second  issue  is  that  morally 
or  ethically  the  parent  has  a  right  to  be  involved  in  knowing  what  the 
problem  might  be  if  the  adolescent  indeed  is  living  and  interacting  with 
the  parent.    Our  standing  would  be,  in  our  particular  clinic,  that  we 
always  encourage  that  a  parent  sign  a  consent  form  agreeing  that  a  patient 
can  receive  health  care  services  from  our  clinic.    When  the  patient  comes  in, 
which  sometimes  is  without  a  parent,  the  parent  may  be  working,  the  parent 
may  be  at  home  with  other  little  brothers  and  sisters,  but  when  the  patient 
presents  us  with  a  significant  problem,  we  always  encourage  the  patient  to 
deal  with  their  problem  with  the  parent.    We  are  more  than  willing  to  try 
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and  help  both  the  parent  and  the  adolescent  or  young  adult  in  dealing  with 
the  communication  of  their  problem.    At  this  point,  the  whole  decision  of 
the  legality  of  needing  a  parental  consent  is  still  being  tossed  around 
within  the  courts  system.    Where  we  are  at  this  point  is  the  courts  saying 
that  minors,  meaning  people  under  the  age  of  18  are  able  to  obtain  health 
care  services  but  that  has  not  been  tested  and  until  it  is  tested,  it 
really  remains  to  be  seen  whether  it  will  stand. 

Q.    Some  of  the  services,  I  belei ve--that  is  in  court—that  young  adults 
could  get  specifically,  really  had  to  do  with  birth  control,  is  that 
correct.    The  rights  of  the  teenager,  the  decision  was  in  terms  of  the 
teenager  could  get  birth  control,  is  that  correct. 

A.    That  is  correct. 

Q.As  regards  your  own  clinic  here,  who  can  get  service  and  how  do  they 
go  about  it? 

A.    In  terms  of  our  clinic,  it  has  been  set  up  through  a  grant  and  the 
grant  limits  us  in  our  particular  clinic  setting,  in  the  West  Dallas 
Youth  Clinic,  to  caring  for  adolescents,  which  would  roughly  be  the  ages 
between  11-21,  who  live  within  the  boundaries  of  West  Dallas,  the  community 
West  Dallas.    Therefore,  our  criteria  is  based  on  age  and  residence. 

Q.    Not  money? 

A.  No. 

Q.    Do  you  advise  parents  to  encourage  young  adults  to  get  their  own 
physician,  or,  if  you  do  could  you  talk  also  about  what  age  you  think 
this  might  be  good? 

A.    I  start  by  saying  yes,  I  do  encourage  parents  to  have  adolescents  get 
their  own  physician.    I  think  that  decision  has  to  be  a  mutual  decision 
between  the  parent  and  the  adolescent  as  to  when  the  teenager  is  ready 
to  accept  the  responsibility  for  his  or  her  health  care.    That  is  very 
closely  related  to,  for  example,  to  the  time  or  the  age  in  which  the 
adolescent  begins  to  accept  responsibility  for  his  or  her  own  body.  Let 
me  give  an  example  here.    When  the  adolescent  begins  to  become  concerned  about 
hygiene,  for  instance,  about  their  appearance,  about  wearing  cosmetics, 
makeup,  colognes,  when  the  adolescent  begins  to  be  very  concerned  about 
what  types  of  clothes  they  wear  and  how  the  clothes  fit,  and  how  they  look 
in  the  clothes,  it  is  about  that  same  period  in  time  when  they  are  really 
ready  to  accept  the  responsibility  of  identifying  health  problems,  seeking 
help  for  that  health  problem  in  a  clinic  setting,  understanding  a  little 
about  what  that  health  problem  is  and  being  willing  to  follow  the  treatment 
plan  to  take  care  of  that  health  problem.    Understanding  some  of  the  con- 
straints that  may  be  present,  we  do  see  teenagers  that  may  be  in  the  younger 
teenage  group,  and  we  see  them  without  parents.    But  we  are  always  trying 
to  be  aware  that  if  the  teenager  does  not  seem  to  get  the  point  of  being 
totally  responsible  for  themselves,  again,  that  a  parent  be  involved  in 
that  responsibility.    Let  me  add  though,  that  we  still  do  require  that  the 
parent,  no  matter  what  age  adolescent  may  be,  if  they  are  under  18,  sign  a 
consent  form  that  they  are  aware  that  their  child  is  coming  for  health 
service  and  that  they  are  willing  to  go  along  with  the  health  care  service 
that  they  child  receives  in  our  clinic. 
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Q.    How  do  some  issues  like  teenage  pregnancy  affect  the  lives  of  young 
adults? 

A.    Very  often  I  think  we  hear  teenage  and  there  is  something  that  comes 
along  behind  that,  the  issue  here  I  don't  think  is  teenage,  the  issue  is 
pregnancy.    Pregnancy  is  going  to  affect  the  life  of  everyone.    And  it 
doesn't  make  very  much  difference  whether  we  are  talking  about  adolescents  o 
teenagers  or  middle  aged  or  older  adults.    Pregnancy  is  a  big  issue,  preg- 
nancy is  a  big  concern.    The  issues  that  we  like  to  address  in  terms  of 
pregnancy  with  the  teenager  are  the  same  issues  I  think  are  pertinent  to 
any  other  situation  where  pregnancy  occurs.    Number  one,  the  teenager 
may  be  less  experienced  in  terms  of  caring  or  rearing  a  child.  Number 
two,  I  think  that  the  teenager  certainly  does  not  have  the  same  support 
mechanisms  and  does  not  have  the  same  talents  at  the  time  that  the  child  is 
born.    For  the  25  year  old  young  lady  that  has  a  baby  she  may  have  been 
out  and  had  a  job,  she  might  have  finished  high  school,  she  may  have  been 
able  to  finish  college,  she  is  a  more  stable  individual  within  society 
than  if  I  say  the  15  year  old  young  lady  who  has  not  finished  high  school, 
who  is  still  dependent  on  home  and  the  parent  in  terms  of  being  able  to 
support  that  child.    The  other  important  issue  that  we  try  to  deal  with  is 
differentating  that  pregnancy  in  any  age  group  is  certainly  "into  sexuality. 
I  think  all  too  often  we  all  think  of  sex  as  one  thing  and  pregnancy  as 
another.    And  a  totally  third  issue  is  once  the  child  is  born  it  is 
21  year  responsibility,  which  is  a  long  time,  21  years  plus  anything  is  a 
long  time.    Talking  about  a  15  year  old  is  age  36  before  that  child  is 
grown.    So  that  when  looking  at  the  issue  of  pregnancy  we  also  want  the  tye 
in  that  for  one  who  must  want  to  prevent  pregnancy,  one  wants  to  look  at 
birth  control  and  if  a  13  or  14  year  old  is  sexually  active,  they  are 
certainly  old  enough  to  get  pregnant  and  therefore  it  is  their  responsi- 
bility to  be  sure  that  they  are  using  birth  control  to  prevent  that  preg- 
nancy.   Should  a  pregnancy  occur  anyway  then  we  also  want  to  look  at  the 
issue  of  abortion  versus  carrying  their  pregnancy  to  the  point  of  having 
a  live  birth.    Again  that  is  a  very  critical  and  very  serious  decision 
that  has  to  be  made  and  has  to  be  made  fairly  early  in  the  pregnancy,  roughl 
within  about  the  first  three  months.    And  very  often  the  young  lady  is 
unaware  that  she  is  pregnant  for  anywhere  from  the  first  and  second, 
almost  the  third  month,  so  it  does  not  give  much  time  to  make  that  decision. 
I  think  that  another  concern  is  the  issue  for  the  younger  adolescent,  lest 
say  the  girl  that  is  under  16,  the  risk  of  carrying  a  pregnancy  is  much 
greater  than  it  is  for  the  population  of  young  ladies  who  are  16  years  or 
older.    The  risk  of  having  problems  with  the  baby  and  the  risk  of  having 
problems  with  the  mother.    So  that  all  of  these  are  important  issues,  they 
are  important  issues  with  any  pregnancy.    These  are  the  issues  that  may  be 
more  pertinent  to  the  adolescent  becasue  of  where  the  adolescent  is  in  life. 

Q.    What  is  the  VD  situation  with  the  young  adults  or  adolescents,  what 
can  be  done  to  change  this  if  this  is  a  problem. 

A,    Again  I  think  that  our  concern  is  not  the  adolescent,  but  the  venereal 
disease.    Venereal  disease  is  a  health  problem;  it  is  a  health  problem  that 
is  certainly  treatable;  it  is  really  no  more  serious  a  problem  than  is 
pneumonia,  if  it  is  identified;  if  it  is  brought  to  the  attention  of  a 
physician  in  the  clinic  and  if  it  is  dealt  with  as  a  health  care  problem. 
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It  may  need  to  be  dealt  with  by  someone  other  than  a  physician,  the  problems 
may  extend  in  the  areas  of  social  development,  psychological  development, 
but  initially  it  must  be  identified.    There  are  two  issues  that  we  would 
want  to  look  at  that  may  make  it  look  as  if  venereal  disease  is  a  large 
problem  in  the  teenage  age  group.    The  first  is  that  with  the  teenager,  the 
access  to  care  without  a  parent  being  involved  is  a  major  issue.    It  is 
difficult  or  at  least  has  been  difficult  in  the  past  for  the  teenager  to 
get  health  care  services  without  having  the  parent  there,  or  at  least 
consenting,  and  if  the  parent  consents  the  parent  is  informed  that  the 
adolescent  has  venereal  disease.    I  think  that  in  any  age  venereal 
disease  carries  a  stigma  of  being  a  bad  thing.    And  so  often  anything 
that  is  bad  we  do  not  want  to  talk  about  to  parents  and  friends,  to 
spouses,  whatever.    So  that  we  have  got  two  issues.    Number  one  is  the 
teenager  gaining  access  to  care,  number  two  the  teenager  feeling  much  more 
guilty  and  much  more  frightened  to  talk  about  the  fact  that  I  have  got 
venereal  disease  we  all  know  that  having  venereal  disease  means  that  one  has 
been  sexually  involved,  and  so  often  that  is  a  bad  thing  in  the  minds  of 
not  only  the  adolescents,  but  in  the  minds  of  the  adults. 

Dr.  Alexander,  while  we  are  here  today  at  the  West  Dallas  Youth  Clinic 
is  there  anything  else  that  you  would  like  to  add  to  the  comments  that 
you  have  made? 

A.    I  think  the  only  other  major  subject  that  I  really  like  to  get  on  a 
little  bit  is  the  interactions  that  we  frequently  observe  on  our  health  team. 
They    occur  between  the  adolescent  and  the  teenager  and  the  adult  that  are 
in  the  adolescent  or  teenager  life.    In  speaking  of  an  issue  of  comfort  in 
terms  of  the  parent  lets  say  and  the  adolescent  being  able  to  sit  down  talk 
about  problems  and  solve  problems  together  this  extends  I  think  even  beyond 
parents  into  other  adult  figures  in  the  teenagers  life,  we  can  talk  about 
counselors,  we  can  talk  about  teachers,  we  can  talk  about  doctors,  we  can 
talk  about  ministers,  it  is  frequently  very  difficult  for  the  teenager  and 
the  adult  to  sit  down  and  problem  solve  together.    I  think  the  explanation 
on  that  is  that  very  frequently  the  adult  feels  threatened.    The  adolescent 
is  young,  the  adolescent  has  their  whole  life  ahead  of  them,  the  potentials 
are  really  great.    The  adolescents  have  not  made  that  many  mistakes  yet,  and 
it  is  very  threatening  to  someone  who  is  sort  of  already  gone  down  the  road 
and  made  a  few  mistakes  to  see  that  here  is  someone  that  may  outshine  me. 
On  eth  same  hand  I  think  the  adolescent  feels  sometimes  very  inhibited 
because  from  their  frame  of  reference  the  adult  has  all  the  answere,  the 
adult  has  had  all  the  experiences,  and  the  adolescent  feels  silly  asking 
a  question  because  that  is  something  that  they  ought  to  know  becasue  all 
adults  know  that.    And  so  they  don't  want  to  ask  the  question  and  I  think 
that  the  adults  don't  want  to  ask  the  question  and  no  one  ever  sits  down 
and  get  together  to  decide  whether  there  are  any  problems  there  and  if  there 
are  problems  there,  can  we  solve  them.    The  teen  tries  to  solve  it  alone;  the 
adult  tries  to  stay  out  of  it  as  much  as  possible  and  when  the  explosion 
occurs,  they  all  run  to  see  what  happened.    So  I  think  that  there  is 
certainly  something  that  we  all  can  work  on  in  terms  of  solving  some  of  the 
problems  of  teenagers  today.    I  think  if  as  adults,  and  as  teenagers,  we 
realize  that  each  are  all  human,  I  think  that  if  we  understand  that  the 
adults  were  teenagers,  and  they  had  to  grow  through  some  of  these  things  and 
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learned  some  of  the  experiences  that  they  have  had,  I  think  it  would  make 
much  easier  to  deal  with  what  we  are  now  calling  some  of  the  big  teenage 
problems  in  America. 

Thank  you  then  for  telling  us  about  the  health  care  situation  for  young 
adults.    We  have  been  listening  to  Dr.  Drew  Alexander  of  the  West  Dallas 
Youth  Clinic  and  we  would  also  like  to  thank  him  for  reminding  KNOK 
listeners  to  take  care  of  yourself. 
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RADIO  STATION  KNOK  PREVENTIVE  HEALTH  INTERVIEW  SERIES: 


TAKE  CARE  OF  YOURSELF 


Subject:    Juanita  Craft 
Counci Iwoman 

Agency:      City  of  Da  1 1  as 


Take  care  of  yourself  is  a  series  of  KNOK  interviews.    Medical  and  community 
leaders  take  part  in  telling  you  how  to  take  better  care  of  yourself.  Ms. 
Juanita  Craft  is  a  Councilwoman  for  the  City  of  Dallas,  she  will  talk  with  us 
about  the  city  services  for  the  health  of  the  community  and  how  the  community 
can  influence  and  use  those  health  services. 

Q.    Miss  Craft,  how  have  the  availability  of  health  services  improved  or 
declined  in  South  Dallas  particularly,  also  in  sections  such  as  West  Dallas 
and  Oak  Cliff. 

A.    There  are  numerous  methods  that  can  be  used  and  facilities  that  can  be 
used.    The  King  Center  has  health  components  and  also  a  dental  component. 
I  am  not  sure  at  this  point  if  we  have  all  of  the  available  technicians 
that  we  need,  but  I  am  sure  it  is  going  to  improve.    The  same  is  true 
about  West  Dallas.    I  think  there  are  about  three  areas  out  there  where 
health  facilities  can  be  had.    The  main  thing  is  transportation,  getting 
people  to  and  from  these  areas  since  we  don't  have  cross  town  transportation 
faci lities. 

Q.    What  are  the  community  health  needs  as  you  see  them  for  infants,  children, 
young  adults,  adults  and  the  elderly. 

A.    I  think  that  for  infants  we  have  a  center  at  the  Craft  Park  over  on 
Spring  Avenue,  where  young  mothers  can  go  for  prenatal  care  and  for  the  early 
childhood  needs.    We  have  two  peditricians  here  in  South  Dallas, 
Doctor  Pierrie  and  Doctor  Watts,  who  are  very  fine  physicians.    As  the  child 
gets  older,  there  comes  a  problem  as  far  as  their  needs,  especially  for  as 
the  city  is  concerned.    We  have  a  lot  of  private  physicians  out  here,  we  have 
the  medical  center  on  Oakland  Avenue,  with  several  doctors,  and  you  have  the 
one  on  Forest  Avenue;  you  have  the  one  in  the  Watts  building,  and  there  are 
numerous  doctors  that'  can  answer  your  needs  there.    The  main  thing  again  is 
transportation . 

0.    What  plans  does  the  city  have  to  meet  the  health  needs  of  the  community? 

A.    Well,  there  is  the  health  department  operated  by  the  city  and  of  course, 
you  have  dental  care  and  so  forth.    They  can  provide  the  dental  care  at  the 
parks  of  one  or  all  the  parks,  especially  at  the  Craft  Park.    We  have  a  medical 
center,  and  there  is  not  as  much  as  it  should  be  for  a  city  of  this  population. 
But  it  certainly  gives  relief  and  certainly  relieves  those  persons  who  would  be 
in  need  to  go  to  Parkland  Hospital.    Parkland  Hospital  is  rather  a  long  ways 
if  something  is  huring  you.    You  have  to  think  in  terms  of  getting  there  in 
a  hurry. 

*  There  is  a  Juanita  Craft  Park  and  it  has  some  health  services,  do  you  want 
to  tell  the  listeners  what  they  can  find  there. 
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A.    That  is  a  personal  thing,  as  far  as  I  am  concerned.    We  have  dental 
facilities  there,  that  are  very  good, and  of  course,  for  the  young  infants 
and  for  young  mothers  you  have  a  center  there  that  is  worth  your  investigating 
before  trying  to  go  across  town.    It  is  on  Spring  Avenue,  it  is  a  very  fine 
faci lity. 

Q.    What  process  does  the  city  use  to  determine  the  needs  that  people  have 
and  how  it  is  going  to  meet  them?    Do  members  of  the  black  community  have 
easy  access  to  this  process? 

A.  No,  I  don't  think  that  there  is  easy  access  anywhere  because  you  have  a 
large  population  and  it  is  very  congested.  And  as  far  as  living  conditions 
are  concerned.  The  city,  through  public  relations  and  otherwise  tries  to 
let  people  know  that  these  services  are  available  and  to  encourage  them  to 
use  them.  However,  I  don't  think  we  have  done  enough.  Or  I  guess  I  am  the 
type  who  would  never  be  satisfied  with  less  than  enough.  And  of  course,  we 
have  appropriated  money,  more  money  for  health  care  and  so  forth  and  I  think 
maybe  it  will  be  better  now  than  it  has  been. 

Q.    Do  you  feel  that  there  is  enough  effort  made  by  the  city  to  tell  people 
about  the  health  services  available  and  how  to  use  them. 

A.    No,  I  don't.    I  think  that  we  could  do  a  better  job  by  informing  the 
public  about  the  health  facilities  that  are  available.    It  is  pretty  hard  to  get 
the  news  media.    Unless  it  is  something  emotional  they  don't  print  it.    If  you  get 
a  murder,  yes,  they  will  print  that,  but  if  they  say  that  a  child's  health  is 
improved  because  of  the  use  of  these  facilities,  then  that  would  not  be  news  and 
of  course  it  is  a  matter  of  priority  as  far  as  the  news  media  is  concerned.  I 
think  that  more  emphasis  should  be  placed  on  health  and  we  have  to  start  with 
the  little  ones.    Encourage  them  to  have  their  teeth  cleaned  when  they  are  young 
and  see  that  they  get  to  the  dentist,  and  as  they  grow  older,  to  see  the 
privilege  of  having  good  teeth. 

Q.    If  a  person  wants  to  influence  the  health  system  in  this  city,  how  would 
you  suggest  they  go  about  it? 

A.    I  think  through  the  churches  and  through  the  schools.    Especially  I  think 
that  every  school  should  continue  to  place  emphasis  on  health  care.    And  of 
course,  the  organizations,  we  have  them  of  all  kinds  --  Community  Council  of 
Greater  Dallas,  the  Urban  League,  or  others  interested  in  health.    Because  there 
is  a  experience  now  when  you  have  to  go  to  the  doctor. 

Q.    You  started  to  list  some  community  systems,  such  as  the  Urban  League,  that 
people  can  use  if  they  want  to  influence  the  health  system.    Do  you  think  there 
is  adeguate  communication  by  such  organizations  as  NAACP  or  Urban  League  with 
the  city  and  with  the  people. 

A.    No,  I  don't  think  they  are  adeguate,  I  think  that  we  could  improve  on 
communication  in  our  relationship  with  each  other.    I  think  that  if  I  get 
something  that  is  good,  I  think  I  should  tell  my  friends  about  it  and  I  think 
this  should  be  done  also  through  the  church.    The  churches  don't  understand 
what  it  means  to  have  good  health,  and  I  guess  we  do  have  a  lot  of  activities 
around  churches,  but  I  don't  know  of  any  that  is  doing  anything  about  health 
needs. 
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Q.    There  are  health  supporting  programs  run  by  the  city,  would  you  explain 
what  they  are  and  how  citizens  can  use  them? 

A.    Well,  I  think  recreation  is  one  of  the  main  supports  that  the  city  has  to 
offer  and  we  have  a  beautiful  park  system  here,  one  of  the  greatest  in  the 
country.    We  found  out  recently  that  we  have  and  while  young  people  do 
exercise  and  have  priveliges  of  bike  rides  and  swimming  and  so  forth,  it 
would  certainly  add  to  their  health  needs  and  I  think  that  we  have  these 
things  available.    And  we  have  soccer  fields,  and  tennis  courts  and  baseball 
teams  and  so  forth.    It  is  a  matter  of  encouraging  young  people  at  an  early 
age  results  from  this  kind  of  activity  and  encourage  them  to  use  them. 

*  Fine,  thank  you.    Is  there  anything  else  you  would  like  to  add  to  the 
things  we  have  talked  about  today  before  we  close. 

A.    The  only  thing  that  I  would  like  to  say  to  the  people  is  before  you 
criticize,  ask  why  there  are  a  lot    of  people  you  see  that  don't  do  certain 
things  and  so  forth,  and  they  don't  ask  why.    And  maybe  you  can  make  a 
contribution  that  is  badly  needed  to  help  us  to  provide  these  services  to 
the  community. 

Juanita  Craft  has  been  talking  to  KNOK  listeners  today  about  how  to  take 
better  care  of  yourself. 
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RADIO  STATION  KNOK  PREVENTIVE  HEALTH  INTERVIEW  SERIES 
TAKE  CARE  OF  YOURSELF 


Subject:    Yvonne  Ewell 

Associate  Superintendent  of  DISD 

Agency:     Dallas  Independent  School  District 
Dallas,  Texas 


Take  Care  of  Yourself  is  a  series  of  KNOK  interviews.    Community  and 
health  leaders  talk  to  you  about  how  to  take  care  of  yourself.  Yvonne 
Ewell  is  Associate  Superintendent  of  the  Dallas  Independent  School  District. 
She  will  talk  about  help  for  students  in  the  East  Oak  Cliff  Subdistrict. 

Q.    Miss  Ewell,  would  you  give  an  evaluation  of  the  importance  of  good 
health  for  students? 

A.    I  think  that  good  health  for  students  is  probably  the  most  important 
thing  that  we  can  be  about  in  the  schools,  because  if  people  don't  have 
health  then  they  just  have  a  portion  of  their  lives--and  I  suppose  to  the 
proportion  that  they  loose  their  health  then  they  loose  their  lives.  It 
seems  to  me  that  if  we  are  thinking  about  health  in  terms  of  the  total 
physical,  and  I  suppose  on  occasions  the  emotional  well  being  of  the  student, 
we  have  to  think  about  all  of  the  things  that  affect  their  lives  (all 
the  kinds  of  intake  as  I  put  it  here):    the  kind  of  food  that  they  get,  the 
drugs,  the  kind  of  physical  programs  that  we  provide,  the  kind  of  nutrition 
that  we  provide  in  the  schools.    All,  to  me,  seem  to  have  a  tremendous 
impact  on  the  lives  of  children,  and  therefore  on  their  health  and  on 
the  vigor  and  vitality  with  which  they  live  their  lives. 

Q.    How  much  importance  do  you  give  the  role  of  nutrition  in  the  success 
of  your  students? 

A.    We  have  a  great  deal  of  evidence  which  suggests  that  students,  for 
example,  who  eat  good  breakfasts  in  general  are  in  a  much  better  frame  of 
mind  to  learn, .. .have  much  more  physical  energy  to  learn.    Probably  more 
important  than  that,  we  do  know  from  other  research  that  the  kind  of 
nutrition  which  the  students  have  had  continuously  before  they  get  to 
school  and  even  sometimes  the  kind  of  health  care  which  the  mother  has 
had  would  have  an  impact  on  certain  neurological  functions.    And,  it  may 
determine  the  extent  to  which  kids  can  learn.    So,  I  think  that  eating 
good  food,  taking  care  of  one's  body,  getting  ample  rest,  water,  physical 
exercise,  all  have  a  great  deal  to  do  with  the  amount  of  learning  that 
will  go  on  in  the  classrooms  everyday. 

Q.    Do  you  feel  the  role  of  the  school  is  changing  in  its  influence  on 
the  nutrition,  the  health,  and  the  overall  success  of  students? 
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Q.    What  are  some  of  the  problems  of  the  school  as  an  organization  in 
regard  to  the  rights  of  students  and  parents  when  you  are  planning  a 
health  environment  like  you've  been  talking  about? 

A.    I  spoke  to  that  in  a  sense  when  I  answered  the  last  question.  While 
I  might  think  that  all  the  students  are  to  eat  all  of  the  broccoli  on 
their  plates,  if  that's  the  only  green  vegetable  that  day,  I'm  not  sure 
that  I  would  have  the  right  to  say  that  you  have  to  eat  the  broccoli.  It 
seems  to  me  then  that  we  have  to  understand  firstly  what  the  legislation 
is;  we  have  to  understand  the  whole  issue  of  human  rights.    We  have  to 
understand,  though,  our  role  as  an  educative  institution,  which  is  that 
of  not  only  just  educating  students  to  what  their  rights  are,  but  what 
their  responsibilities  are  and  to  what  would  seem  to  be  the  result  of 
certain  choices  that  they  make.    I  think  it's  easy  to  say  that  I  have 
the  right  to  privacy.    Surely,  I  do,  but  I  also  have  the  right  to  the 
kinds  of  problems  which  may  come  to  me  as  a  result  of  the  way  I  manage 
my  life.    Very  often  we  hear  a  lot  of  talk  about  rights  without  concurrent 
responsibility.    I  think  that  as  we  develop  young  people  and  work  with 
the  community,  that  that  is  what  we  are  going  to  have  to  give  to  their 
own  consciousness.    I  think  the  whole  issue  of  drug  education  which  is  so 
critical  all  across  the  city--but  of  course  very,  very  critical  for  us-- 
would  suggest  to  me  that  surely  students  can  go  out,  and  for  whatever 
reasons  get  drugs,  but  the  fact  that  it  twists  their  lives  in  sometimes 
irreparable  ways  would  mean  that  we  need  to  help  them  understand  what 
kind  of  choices  they  are  making. 

Q.    Yes,  that  is  kind  of  a  preventive  health  approach  to  students  that  I 
think  that  they  need  to  be  aware.    Do  you  feel  overall  that  students 
receive  enough  attention  for  good  health  from  the  public  and  private 
sectors  of  the  community  at  this  point? 

A.    Well,  I  don't  think  we  do.    I  don't  think  we  lift  the  major  issues  up 

as  frequently  as  we  ought  particularly  as  it  relates  to  the  preventive 

side  of  it,  as  you  just  said,  and  I  had  written  that  on  my  notes  and  did 

not  mention  it.    I  think  we  are  much  more  aware  of  the  corrective  end. 

I  think  now  there  is  so  much  more  information  about  the  role  of  the  physical 

fitness,  jogging,  all  of  the  other  kinds  of  things  that  are  coming  to  us 

of  which  we  were  not  aware  many,  many  years  ago.    But  as  I  look  at  television 

shows,  as  I  read  articles  it  seems  to  me  that  much  of  that  information  is 

sort  of  in  the  hands  of  a  priveleged  few;  and  when  I  say  priveleged  I  mean 

the  people  who  not  only  can  read  but  do  read  very  frequently.    So  that 

we  see  people  jogging,  and  we  see  all  these  certain  people  involved  but 

certain  others  not.    Because  they  do  not  have  consciousness  about  the  need. 

So  I  would  very  much  like  to  see  the  schools  in  East  Oak  Cliff,  for  example, 

launch  some  programs  that  would  raise  the  consciousness  of  the  people 

about  dietary  patterns  related  to  culture,  about  the  impact  of  drug 

education  and  what  the  parents  have  to  do,  and  what  the  schools  have  to  do 

in  order  to  begin  to  address  those  kinds  of  issues.    I  would  like  to  see 

much  more  going  on  from  television  and  the  mass  media  so  that  people 

develop  a  new  kind  of  awareness  about  health,  nutrition,  and  I  suppose 

ultimately  what  this  does  for  the  quality  of  our  lives  as  social  groups-- 

and  then  the  quality  of  our  lives  as  social  groups—and  then  the  quality 

of  life  in  America.    I  keep  reading  the  articles  that  suggest  that  we 

are  probably  the  best  fed  nation  and  maybe  the  most  poorly  nourished  nation. 

Because  we  have  wealth  and  money  to  buy  what  we  need  but  that  does  not  necessarily 

insure  that  we  will  do  that. 
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A.    Yes,  we  are  learning  much  more  about  the  importance  of  nutrition 
generally  and  I  think  that  that's  reflected  in  the  quality  of  the  food, 
for  example,  that  is  served  to  the  students.    It  has  improved  significantly 
in  the  last  eight  or  ten  years  so  that  our  dietitians  and  people  who 
work  with  us  have  a  very  good  balance  in  mind  as  they  plan  meals  for  the 
students.    I  suppose  more  important  than  that,  or  equally  as  important, 
has  been  the  role  of  the  Federal  government  in  making  funds  available 
to  us  in  subsidizing  the  school  lunch  program;  the  inception  of  breakfast 
programs:    all  of  which  make  it  possible  for  all  the  students,  even  those 
who  are  somewhat  economically  disadvantaged,  to  have  the  option  to  have  good 
breakfasts.    Now  I  must  hasten  to  say  that  because  we  have  the  option 
does  not  mean  that  we  always  use  that  option.    And  one  of  the  concerns  that 
I  have  had  recently,..  I  met  just  last  week  with  all  of  the  dietitians  in 
the  East  Oak  Cliff  schools.  .1  expressed  my  concern  that  very  often  students 
will  come  and  get  a  plate  lunch  and  spend  an  additional  254  or  30<t  for  ice 
cream  and  additional  desserts  which  kind  of  undercut  the  basic  intent.  I 
was  saying  to  them  it  seems  to  me  that  in  the  school  we  are  going  to  be  much 
more  actively  engaged  in  seeing  that  not  only  that  funds  are  provided  and 
the  food  is  there,  but  that  the  students  are  eating  the  food,  which  suggests 
to  me  that  we  are  going  to  have  to  do  much  more  teaching — particularly  in 
the  early  years  when  the  childrens'  habits  are  being  formed--as  it  relates 
to  different  kinds  of  foods.    This,  of  course,  is  not  unrelated  to  culture. 
I  myself  am  a  little  bit  overweight,  not  because  I  could  not  afford  foods 
that  would  not  be  nearly  as  fattening  but  because  I  like  that.    And  I  think 
that  it  means  that  there  is  going  to  be  a  great  deal  of  community  education 
involved  with  parents  as  we  shape  the  lives  of  the  children  so  that  we 
kind  of  start  instilling  different  tastes  very,  very  early.    So  that  when 
the  students  have  options  and  are  at  an  age  when  they  themselves  make 
their  own  decisions,  then  they  will  decide  in  their  own  best  interests. 

Q.    What  additions  would  you  like  to  see  in  the  school  health  care  system? 

A.    Well,  I  suppose  it  would  speak  to  what  I  have  just  said.    I  think  that 
some  of  this  is  internal  to  the  school.    I  would  like  very  much  to  see  that 
not  only  the  breakfast  and  lunches  available  to  the  students  but  that 
the  students  are  eating  them.    I  would  like  to  make  sure  we  had  programs 
which  would  look  at  certain  kinds  of  diseases  that  seem  to  be  pecular  to  us 
(blacks).    I  think  that  obesity  is  the  kind  of  disease  clearly  related  to  our 
own  cultural  conditioning,  and  I'd  like  to  see  community  programs  that 
would  perhaps  need  to  eliminate  from  the  schools  or  in  cooperation  with 
other  social  agencies  to  address  those  kinds  of  issues.    I'd  like 
very  much  to  see  continuous  screening  as  it  relates  to  sickle  cell  as  it 
seems  to  attack  blacks,  and  many  other  cultural  groups  who  come  from  the 
same  general  area  that  we  originally  came,  so  that  even  if  students  have 
sickle  cell  they  can  get  some  care-        Or,  more  important  than  that,  the 
adults  and  the  young  people  in  the  culture  would  be  aware  of  it  and  would 
understand  what  that  meant  as  far  as  dating  and  a  lot  of  things  are  concerned. 
I  think  that  I  spoke  to  the  issue  of  establishing  different  kinds  of 
dietary  patterns  in  the  culture,  and  it  seems  to  me  that  this  has  to  come 
from  the  people.    I'm  not  saying  that  I  would  want  to  write  the  script. 
I'm  just  saying  that  the  script  needs  to  be  written  and  it  has  to  be 
written  in  a  cooperative  way. 
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It  calls  for  an  entirely  different  kind  of  lifestyle,  and  I  think  that 
educational  institutions  and  people  in  the  health  institutions  ought  to 
lead.    But  I  think  that  they  are  clearly  going  to  have  to  involve  a  broad 
spectrum  of  the  people  in  order  to  develop  a  viable  kind  of  program. 

Q.    Before  closing  would  you  like  to  add  any  comments  to  what  you've  said? 

A.    I  just  want  to  say  that  I  appreciate  the  opportunity  to  speak  to  the 
issues  and  I  myself  have  done  not  nearly  enough.    And  the  fact  that  you  forced 
me  to  talk  about  them  forces  me  also  to  think  "What  can  I  do  and  how 
early  can  I  do  that,"  in  order  to  begin  to  address  the  problems. 

Q.    Thank  you.    You've  been  listening  to  Yvonne  Ewell,  Associate  Superin- 
tendent of  the  Dallas  Independent  School  District,  talk  about  health  care 
for  students.    Thank  you,  Ms.  Ewell  for  talking  to  KNOK  listeners  about  how 
to  take  care  of  yourself. 
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RADIO  STATION  KNOK  PREVENTING  HEALTH  INTERVIEW  SERIES 


TAKE  CARE  OF  YOURSELF 
SUBJECT:     Emmet t  Conrad,  M.D. 
AGENCY:       Private  Practice 

Take  Care  of  Yourself  is  a  series  of  KNOK  interviews.     Community  and 
medical  leaders  talk  to  you  about  how  to  take  care  of  yourself.  Dr. 
Emmett  Conrad  is  a  physician  in  private  practice  in  South  Dallas.  He 
will  talk  about  health  care  for  individuals  in  the  community. 

Q.     Dr.   Conrad,  what  are  the  health  problems  uniquely  part  of  the 
inner  city? 

A.     One  of  the  problems  associated  with  the  inner  city  medicine  have  to 
be  the  lack  of  numbers  of  practicing  physicians.     We  have  a  large 
area  here  with  a  very  small  group  of  doctors  attempting  to  take 
care  of  a  tremendous  number  of  people,  and  it  imposes  a  burden  on 
the  few  who  remain.     There  are  many,  many  areas  of  the  city  that 
possess  no  health  facilities  at  all  within  the  inner  city. 

Q.     Regarding  preventive  health  care,  what  can  a  person  do  for  himself, 
then,   to  help  maintain  his  health? 

A.     The  first  thing    you  should  get  acquainted  with  is  what  constitutes 
good  health,  and  good  health  practices.     And,  a  knowledge  of  oneself 
is  most  important.     The  second  thing  is  preventive  health  care  is  to 
be  aware  of  all  those  things  that  are  detrimental  to  one's  health... 
like  smoking,  overating,  obesity,  drinking,  abusing  oneself  generally, 
lack  of  rest,  and  poor  dietary  habits.     If  one  becomes  aware  of 
those  facets  of  his  own  living  and  changes  them,  he  could  expect  a 
longer  and  happier  life.     The  trouble  is  everybody  wants  to  live 
long,  but  nobody  wants  to  give  up  those  things  which  help  prevent 
them  from  living  long,   like  smoking  for  instance. 

Q.     Do  you  feel  that  people  are  taking  care  of  themselves  as  they 

should  in  other  areas,  for  example,  with  checkups,  immunizations, 
or,  well,  you  already  mentioned  physical  fitness,  but... 

A.     Well,  most  of  us  are  not  really  taking  care  of  ourselves  as  we 
should.     We  should  have  an  annual  check-up  for  most  people,  and 
for  some  people  checkups  more  frequently,  depending  upon  the  situation. 
We  are  in  pretty  good  shape  with  immunization  because  of  our  thrust  in 
the  child  care  business  and  postnatal  services  that  are  rendered 
by  the  city,  which  are  excellent.     Very  rarely  do  we  find  someone 
who  has  not  received  all  of  his  immunization  that  he  is  supposed 
to  have.     Physical  fitness  effort  is  another  thing,  because  of  the 
nature  of  the  work  of  a  lot  of  people  there  is  no  need  for  them  to 
be  joggingj  they  are  laborers  and  they  work  hard.     But  there  are  a 
number  of  people  in  the  inner  city  who  do  not  perform  heavy  physical 
labor  and  who  are  obese  and  who  need  active  physical  exercises. 
And  we  do  not  see  this  happening,  we  do  not  see  it  happening  on  a 
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group  basis  or  an  individual  basis.     One  of  the  things  that  is 
interesting  to  me  is  the  school  district  cut  out  the  necessity 
of  having  a  physical  mandated  by  the  district,  which  I  adhere  to 
and  go  along  with  because,   I  think  each  person  should  be  respon- 
sible for  his  own  health  care.     The  physical  is  not  for  the  benefit 
of  the  school  district,  but  for  the  benefit  of  the  individual  — 
the  same  as  other  industries  require  a  physical  so  a  guy  would 
know  what  is  wrong  with  him.     Well,  many  people  do  not  keep  up 
their  annual  physical  when  it  is  no  longer  required.     But  suprising- 
ly  enough  more  now  are  coming  back  to  getting  a  physical  annually 
which  is  a  good  thing. 

A.     Dr.   Conrad,  how  do  you  feel  about  the  roots  of  some  of  the  common 
problems  such  as  smoking  and  obesity? 

A.     Well,   to  put  it  in  a  personal  way,  I  gave  up  smoking  and  gained 
obesity,   that  is  one  of  the  problems.     I  am  fighting  a  battle  of 
calories  now;  it  is  a  very  difficult  battle  and  means  making 
sacrifices  from  those  things  one  really  loves,  and  that  is  food. 
I  find  it  fairly  easy  to  give  up  smoking.     I  have  been  a  nonsmoker 
for  10  years.     I  feel  much  better  from  that  standpoint.     I  gained 
40  pounds  immediately  afterwards  and  I  had  trouble  getting  rid  of 
it,  but  I  am  gradually  doing  it.     But  I  think  one  should  be  aware 
of  the  fact  that  smoking  is  definitely  not  good  for  the  health, 
there  is  no  doubt  about  it.     Obesity  is  not  good  for  the  health; 
there  is  no  doubt  about  that,  and  if  you  know  smoking  is  bad  for  you 
you  should  avoid  it. 

Q.     What  would  you  say  is  a  correct  use  of  a  family  physician  or  a 
personal  physician? 

A.     The  correct  use  of  a  physician  would  be  just  like  you  maintain 

your  car.     You  won't  wait  for  the  valves  to  tell  you  that  your  oil 
is  so  bad  that  it  is  sticking.     You  get  it  changed  regularly, 
you  should  come  in  to  get  a  physical  examination  at  routine 
intervals,   follow  a  good  health  program  and  call  you  physician 
when  you  have  a  problem  at  the  early  aspect  of  the  problem. . .   and  go 
in  to  see  him  in  the  very  beginning  of  the  problem  rather  than 
waiting  for  the  problem  to  almost  overwhelm    you.     Instead  of  trying 
all  the  wrong  remedies  to  no  avail,  and  then  go  to  the  doctor. 

Q.     When  a  person  comes  to  visit  you,  what  is  the  best  way  for  him  to 
talk  to  you  so  that  you  know  what  is  going  on?     How  should  he  talk 
to  a  physician? 

A.     Well,   first  of  all  it  is  always  advisable  to  make  notes  of  your 

symptoms:     when  they  happen  and  how  they  happen,   so  that  you  won't 
forget  anything.     Many  times  during  the  excitement  of  a  visit  to 
a  doctors  office  people  forget  really  their  main  symptoms.  And, 
we  rely  a  great  deal  on  that  history  of  the  problem  in  order  to 
arrive  at  a  diagnosis  plus  physical  findings.     So,     one  should 
be  articulate  and  complete  in  describing  the  history  of  the  case. 
One  should  be  very  frank  with  his  physician  and  tell  him  anything 
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that  he  feels  necessary,   feeling  very  comfortable  that  it  is 
confidential  and  the  physician  will  keep  it  so. 

Q.     What  can  be  done  to  cut  some  of  the  health  maintenance  costs  that 
an  individual  is  facing  these  days? 

A.     One  of  the  things  that  can  be  done  about  it  is  at  the  first  sign 
of  the  symptom  of  any  problem,   come  in  and  get  it  corrected  before 
it  becomes  a  major  problem  which  requires  more.     The  second  thing 
is  good  health  habits,   again:     dietary  things,  lack  of  smoking, 
avoid  alcohol,  avoid  physical  abuse, drug  abuse  in  general.  The 
other  thing  is  if  you  are  sick  and  you  are  on  medication  and 
that  will  require  a  long  period  of  time,   instead  of  purchasing 
it  by  the  week,  purchase  a  supply  a  month  or  two  at  a  time.  There 
is  a  tremendous  saving  in  medication,  and  in  that  way  will  help 
correct  things.     The  final  thing  is  advice  to  a  person  with 
some  type  of  ailment:     instead  of  letting  it  ride  along  while 
you  are  waiting  for  it  to  disappear  by  itself  or  taking  some  stop-gap 
measure,   for  instance,   if  you  have  something  that  needs  maybe 
surgery,   there  is  no  sense  in  putting  up  with  it  and  just  taking 
pain  pills  for  weeks  and  weeks  trying  to  avoid  surgery.     It  is 
best  to  go  ahead  and  get  whatever  corrected  and  then  get  it  over  with. 

Q.     Before  closing,  Dr.   Conrad,  would  you  like  to  add  any  comments  to 
what  you  have  said? 

A.     One  of  the  things  that  greatly  concerns  me  is  the  fact  that  there  is 
a  lack  of  black  physicians  within  the  inner  city,   and  within  our 
nation  in  general.     And,  I  like  to  point  out  that  the  making  of  a 
physician  begins  early  in  the  sixth  or  seventh  grade  when  young 
peoples'  minds  should  be  formed  into  the  sciences  and  into  the 
excellence  of  all  aspects  of  education.     If  they  are  to  get  into  a 
medical  school  it's  a  little  late  when  they  begin  the  process  in 
the  twelth  grade.     I  might  even  go  further  than  that  and  say  the 
process  begins  at  birth  with  good  prenatal  and  good  family  support 
in  early  years.     But  more  and  more  physicians  are  needed. 

Q.     So  you  urge  anyone  in  the  listening  area  to  consider  looking  at 

their  lives,         especially  if  they  are  young,   to  consider  being  a 
physician  as  a  life  goal? 

A.     It  is  quite  rewarding. 

You  have  been  listening  to  Dr.   Emmett  Conrad  talk  about  health  care; 
and  thank  you,  Dr.   Conrad,   for  talking  to  KNOK  listeners  about 
how  to  take  care  of  yourself. 
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RADIO  STATION  KNOK  PREVENTIVE  HEALTH  INTERVIEW  SERIES: 


TAKE  CARE  OF  YOURSELF 


Subject:    Eddie  Bernice  Johnson 

Principal  Regional  Offical 

Agency:      United  States  Department  of  Health,  Education,  and  Welfare  (HEW) 
Area  6;  Dallas,  Texas 


Take  Care  of  Yourself  is  a  series  of  KNOK  interviews.    Community  and  health 
leaders  talk  to  you  about  how  to  take  care  of  yourself.    Eddie  Bernice 
Johnson  is  the  principal  regional  offical  for  the  United  States  Department 
of  Health,  Education,  and  Welfare.    She  will  talk  about  health  care  for  the 
individual  and  the  community,  and  current  government  health  concerns. 

Q.    Ms.  Johnson,  as  a  former  state  legislator,  what  is  your  opinion  regarding 
the  current  attitude  in  the  legislature  toward  health  care,  especially 
preventive  health  care? 

A.    I  think  right  now  the  current  attitude  is  reflected  in  the  membership  of 
the  legislature.    Right  now,  we  have  no  expertise,  in  the  area  of  health,  as 
members  of  the  legislature. . .especially  with  my  leaving  and  a  couple  of  other 
legislators  leaving  that  had  professions  that  were  routed  in  the  health  care 
area.    It  leaves  a  void,  and  I  think  that  the  legislation  would  be  reflected 
as  such.    I  think  the  people  that  elect  representatives  to  represent  them 
need  to  understand  that  what  we  need  in  the  legislature  is  a  diversity  of 
input.    As  important  as  health  is,  as  a  total  subject  for  all  the  population, 
we  certainly  need  more  health  care  oriented  people  in  the  legislature.  Until 
we  get    more  nurses,  more  providers  that  are  interested  in  the  low  income  and 
poor  people  (we  have  a  large  population  of  these  in  Texas)  we  won't  have  a 
very  positive  attitude  toward  the  problems  related  to  the  health  care  cost. 
Until  then  we  won't  get  all  the  preventive  measures  that  are  needed,  or  the 
information  we  need  to  disseminate  in  order  to  keep  people  as  healthy  as 
possible,  or  to  assist  them  in  keeping  themselves  as  healthy  as  possible. 

Q.    In  your  experience,  what  affect  do  federal  health  programs  have  on  the 
state  programs? 

A.    Of  course,  most  of  the  federal  programs  match  state  dollars  on  a  percentage 
basis.    For  example,  the  federal  funds  that  are  available  in  many  of  the 
programs  are  somewhat  open  ended  as  long  as  the  state  appropriates  a  percentage; 
normally  the  state  percentage  is  somewhere  like  40  percent  to  45  percent  and 
the  federal  percentage  is  50  to  55  percent.    Whenever  the  state  appropriates 
the  amount  of  money  which  they  are  responsible  for,  the  federal  government  will 
come  up  with  their  share.    Where  there  is  a  shortage,  normally  you  can  blame 
that  on  the  state. 

Q.    Do  you  feel  there  are  health  related  social  problems  in  Dallas? 
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A.    Very  definitely.    In  Dallas  we  have  a  large  number  of  older  citizens.  We 
have  a  large  number  of  teenage  pregnancies;  we  have  a  problem  with  accessi- 
bility to  health  care.    Many  of  the  persons  who  are  in  great  need  of  health 
care  do  not  live  in  the  areas  where  the  facilities  that  provide  the  health 
care  are  located.    We  have  transportation  problems;  we  have  a  lack-of-infor- 
mation  problems.    We  have  inability  to  get  to  the  information.    I  think  we 
have  a  very  long  way  to  go  in  Dallas  though  I  can't  say  that  it  is  as  bad  as 
many  of  our  rural  areas,  but  in  a  sense  in  some  areas  and  some  parts  of  Dallas 
we  are,  because  inaccessibility  wherever    it  is  located  creates  a  real  problem. 
And,  we  do  have  that  problem  present  here. 

Q.    In  your  opinion,  what  are  the  major  health  and  environmental  health 
problems  facing  the  black  citizen? 

A.    Well,  of  course,  the  health  and  environmental  health  problems  are  deeply 
rooted  in  the  economical  environment  of  black  citizens  who  have  limited  access 
to  such  opportunities  as  education,  employment,  housing,  health  care,  environ- 
mental services,  and  social  development.    In  granting  these  access  limitations, 
any  group  would  have  more  than  their  share  of  health  and  environmental  problems. 
We  find  that  the  black  population  have  less  than  43  percent  who  have  completed 
the  eighth  grade  of  high  school.    And  only  45.9  percent  have  completed  the 
ninth  to  the  twelfth  grade.    When  you  have  that  kind  of  problem,  in  every 
occasion,  obviously,  they  will  have  difficulty  then  in  dealing  with  and 
affording  a  healthy  environment.    It  is  virtually  impossible  to  talk  about 
what  is  much  desired,  when  you  are  talking  to  a  great  number  of  people  with  an 
unemployment  rate  that  is  very,  very  high.    The  employment  rate  among  the 
adult  black  population  in  Dallas  right  now  is  about  13  percent.    It  could  be 
denied,  but  it  is  true  that  we  have  large  pockets  of  unemployment  when  we 
talk  about  not  having  money  to  merely  survive,  to  bring  about  any  kind  of 
healthy  environment.    Then  we  simply  cannot  expect  them  to  have  longivity  in 
life  or  to  have  any  access  to  health  cares  becasue  many  of  the  people  can't 
even  affort  taxi  fare  whatever,  to  get  to  what  even  might  be  free.    Once  they 
get  to,  if  they  could  get  to  the  location,  of  the  health  care,       with  such 
a  large  pocket  of  poverty  even  though  we  have  a  major  number  eligible  for 
the  public  financed  health  care  still  we  have  a  larger  number  of  deaths  per 
thousand,  infant  mortality  rate,  the  neonatal  mortality,  the  post  natal 
mortal ity. .. is  all  very  much  higher  because  of  the  inability  to  take  care  of 
oneself  without  having  any  funds  or  any  way  of  getting  those  funds, 

Q.    Part  of  the  increasing  health  concern  regards  good  mental  health.  What 
are  the  trends  in  this  area,  expecially  at  the  federal  level? 

A.    Well,  Texas  has  reduced  the  population  of  the  seven  state  hospitals  for 
the  mentally  ill  by  about  50  percent  in  the  past  ten  years.    By  August  of 
1976  the  state  hospital  population  was  reported  at  6,623'  patients.    That  is 
a  large  number  of  people  outside  the  hospital.    However,  what  we  learn  is  that 
many  of  the  funds  that  are  available  to  assist  will  only  assist  if  people 
are  hospitalized.    So  we  have  a  grave  problem  in  attempting  to  assist  persons 
to  function  outside  institutions.    We  simply  must  address  this  gap.  The 
president  has  asked  that  Health,  Education,  and  Welfare  put  together  a  task 
force  to  look  at  all  the  problems  related  to  institutionalization.    I  do 
have  a  representative  which  I  have  appointed  from  the  region  here  to  work  with 
that  task  force.    We  have  to  think  about  jobs.    Still  the  availability  of 
psychiatric  care  is  practically  none,  unless  one  is  very  wealthy  or  unless 
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they  can  be  placed  in  long  term  facilities.    We  can  talk  a  good  story  on 
community  based  facilities  and  having  half  way  houses,  but  when  we  start  to 
place  one  in  a  community  you  will  see  whether  or  not  the  attitudes  really  are 
in  that  direction.    I  would  really  call  upon  Dallas  citizens  to  look  very 
seriously  at  the  acceptability  of  community  based  facilities.    So  that  these 
people  can  have  a  chance  at  attempting  to  function  in  a  free  society. 

Q.    Speaking  of  things  at  the  national  level,  what  do  you  feel  are  the  problems 
and  priorities  of  the  proposed  national  health  insurance  plan. 

A.    Well  of  course  we  have  no  particular  plan.    I  think  by  the  end  of  this  year 
we  will  be  getting  some  proposals  submitted  to  the  Congress  which  ultimately  will 
cause  a  plan  hopefully  to  be  written.    Gbviously  we  are  having  a  great  deal  of 
oppositions  right  now  from  providers  and  insurance  companies.    This  of  course  has 
to  do  with  the  cry  of  free  enterprise.    Physicians  are  very  concerned  about 
perhaps  a  setting  of  limits  on  fees  and  what  have  you.    But  the  president  set 
forth  some  principles  for  the  national  health  insurance  plan,  which  includes 
preventive  health  care  services  for  people  that  have  children,  equality  in  our 
health  care  system,  plus  the  universal  mandatory    aspects  of  the  program, 
management  effeciency,  quality  assurance  mechanisms,  citizen-consumer  partici- 
pation, administration  of  the  national  health  insurance,  and  community  partici- 
pation in  decisions  about  health  care  services.    Very  often  we  find  that  we  get 
input  from  providers  only  and  that  is  very  slanted.    Of  course,  these  concern 
their  own  needs.    And  then  the  sixth  proposal  from  the  president  is  the  need  for 
a  phase-in  national  health  insurance  plan  coordinated  with  the  administration's 
welfare  reform  plan. 

Q.    Back  to  the  Dallas  area,  what  do  you  feel  are  the  areas  of  health  care  that 
are  lacking,  especially  for  the  low  income  population? 

A.    I  think  it  has  more  to  do  with  accessibility  in  Dallas.    We  still  have  to 
deal  with  getting  across  town  to  Parkland  Hospital.    The  majority  of  the  people 
that  need  those  services,  that  must  have  those  services  live  a  great  distance 
from  them.    It  is  no  different  from  being  in  a  metropolitan  area  and  living 
across  town  than  being  in  a  rural  area  where  there  is  no  physician  available. 
This  is  very  difficult,  I  think,  for  many  to  understand.    You  can  have  physicians 
or  providers  but  they  are  not  where  the  people  need  them.    It's  just  like  not 
having  them.    That  is  one  of  my  major  problems  in  Dallas:    decentralization  of 
services  or  at  least  making  them  accessible.    There  are  many  pros  and  cons.  We 
have  had  many  studies  done  to  talk  about  cost  and  obviously  we  are  interested  in 
cost  containment. .... .dupl ication  of  services,  obviously  we  are  interested  in  attempting 

to  duplicate  as  little  as  possible.    But  we  must  put  the  services  where  the 
people  are.    We  have  not  done  that  so  efficiently  in  the  past.    Hopefully  we  can 
have  some  impact  on  that  in  the  future. 

Q.    Before  closing,  would  you  like  to  add  any  comments  to  what  you  have  said  to 
us  today? 

A.    Well,  I  think  that  too  often  we  don't  get  enough  imput  from  persons  that  our 
services  actually  impact.    I  would  like  very  much  to  have  more  letters,  more 
comments  from  persons  who  are  recipients  of  the  services,  commenting  on  those 
services,  offering  suggestions  as  to  how  those  services  can  be  improved. 
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I  am  very,  very  interested,  as  well  as  this  administration,  in  our  U.S. 
Department  of  Health,  Education,  and  Welfare, and  the  secretary  is  very,  very 
interested  in  all  kinds  of  constructive  input.    This,  I  think,  we  will  find  that 
during  this  period  of  time  Secretary  Califono  will  have  a  number  of  public 
hearings.    Those  hearings  are  not  brought  out.  into  these  areas  for  the 
purpose  of  just  having  providers  speak,  because  we  have  providers  speaking 
on  the  hill  in  Washington  everyday.    We  are  purposefully  bringing  many  hearings 
to  the  area  so  that  we  can  get  the  common  person,  or  the  regular  citizen  or 
the  recipient,  involvement.    We  need  that  kind  of  involvment.    We  feel  that 
no  plan  is  successful  without  having  the  input  of  those  persons  who  will  be 
involved  in  that  care.    We  need  input  from  the  people. 

*    Very  good,  you  have  been  listening  to  Eddie  Bernice  Johnson,  the  principal 
regional  official  of  the  Department  of  Health,  Education,  and  Welfare  talk 
about  health  care.    And,  we  would  like  to  thank  Ms.  Johnson  for  talking 
to  KNOK  listeners  about  how  to  take  care  of  yourslef. 
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EXHIBIT  2 


ADVISORY  COMMITTEE  TO  THE  EPSDT 
IN  AN  TTRBAJT  SETTING 
DAT  IAS,  PROTECT 


MEMBERSHIP 


Joseph  E.  Ashmore,  Jr.,  J.D. 
Probate  Judge 
Dallas,  Texas 

RosalieS.  Ridnoff,  ACSWr 
Dallas  City  Dental  Health  Program 
Coordinator,  Community  Planning  &  Education 
Dallas,  Texas 

Sharon  Cohler 

Corporate  Coinnuni  cat  ions  Department 
Blue  Cross,  Plue  Shield 
Dallas,  Texas 

Cheryl  Cortines 

Manager,  Health  Education  &  Training 
Dallas  City  Department  of  Public  Health 
Dallas ,  Texas 

Mary  Dews 
EPSDT  Recipient 
Dallas ,  Texas 

Arthur  Jeffrey,  D.D.S. 
Dallas,  Texas 

Maxine  McConnell,  J.D. 
Director,  SMU  Legal  Clinic 
Dallas,  Texas 

Lucy  Patterson,  ACSW 
Councilwoman 
City  of  Dallas 
Dallas,  Texas 

Patricia  Peiser,  ACSW: 
Director,  Social  l/fork  Services 

Texas  Scottish  Rite  Hospital  for  Crippled  Children 
Dallas,  Texas 

Emma  Penelton 
EPSDT  Recipient 
Dallas ,  Texas 
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Mary  Powell,  AO&J: 

EPSDT  Coordinator-Dallas/Ft.  Worth  Region 
Department  of  Human  Resources 
Dallas,  Texas 

Harriett  Ctambaugh,  ACSW 
Director,  Social  Work  Department 
Children's  Medical  Center 
Dallas,  Texas 

Clydia  Steenson,  R.N. 

Assistant  Director,  School  Health  Services 
Dallas  Independent  School  District 
Dallas,  Texas 

Nancy  IWhite,  M.D. ,  Director 
Title  XIX  Medical  Screening 
City  of  Dallas  Health  Department 
Dallas,  Texas 

John  Whittington,  J.D. 
County  Judge 
Dallas,  Texas 

David  Austin,  Ph.D. 

Administrator,  Center  for  Social  Research 
University  of  Texas 
Austin,  Texas 

Dorothy  Casey,  R.N. 
Director  of  Nursing  Services 
Title  XIX ' Screening 
Austin,  Texas 

Mary  Ann  Micka,  M.D. 

Medical  Consultant,  Child  Health  Services 
Division  of  Maternal  and  Child  Health 
Texas  Department  of  Health 
Austin,  Texas 

Jesus  Navarro 

EPSDT  Coordinator — San  Antonio  Region 
Department  of  Human  Resources 
San  Antonio,  Texas 

Doris  Rarberena, 

Program  Director 

T?aiTD.ly  S  ervices 

Department  of  Human  Resources 

Fort  Worth,  Texas 

KLias  Lara-Lara,  Director 
Maveric  County  Hospital  District 
Eagle  Pass,  Texas 
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Vilma  Falck,  Ph.D. 

University  of  Texas  Health  Science  Center  at  Houston 
Houston,  Texas 

Jerry  Abel 

Administrator,  Planning  Di vision 
Department  of  Human  Resources 
Austin,  Texas 

Mary  Barrett,  MSW 
Director  of  5  ocial  Services 
Dallas  /Ft.  Worth  Region 
Department  of  Human  Resources 
Dallas,  Texas 

Reyes  Lopez 
Program  Director 
Department  of  Human  Resources 
Uvalde,  Texas 

Elizabeth  Silbernagel 
Program  Monitar 
EPSDT  Program 

Department  of  Human  Resources 
Austin,  Texas 


EX-OFFICIO 


Jerome  Chapman,  Commissioner 

Texas  Department  of  Human  Resources 

Austin,  Texas 

John  Frannea, 

Assistant  Commissioner 

Texas  Department  of  Human  Resources 

Austin,  Texas 

Fmmett  Grief,  M.D. 

Deputy  Commissioner 

Texas  Department  of  Human  Resources 

Austin,  Texas 

Lucy  Martin  Konradi 
Chief  Investigator 

EPSDT  in  an  Urban  Setting  Dallas  Project 
Dallas,  Texas 


COORDINATOR 

Sydney  Bus.ch 
Dallas,  Texas 
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EXHIBIT  3 


EPSDT  ADVISORY  COMMITTEE 
BY-LA^ 
APPROVE^       MAJORITY  WE 
AUGUST  10,  1076 

ARTICLE  I 

PURPOSE 

An  Advisory  Committee  to  the  Dallas  PPSDT  Urban  Project,  a  100  percent 
Federally  funded  research  and  demonstration  project,  is  established  by  the  Texas 
Department  of  Public  Welfare  for  the  following  purposes. 

1.  To  provide  interdisciplinary  expertise,  consultation,  and  coordination  to 
the  project  regarding:    health  and  welfare  services;  client  participation, 
government  and  legislation,  medical  and  dental  services,  social  services, 
and  health  education  as  these  relate  to  the  Parly  and  Periodic  Screening, 
Diagnosis,  and  Treatment  Program 

2.  To  make  recommendations  to  local,  state,  and  federal  entities  regarding 
the  Early  and  Periodic  Screening,  Diagnosis,  and  Treatment  Program 

3.  To  secure  support  for  project  activities  by  interpretation  to  local, 
state,  and  national  interests  regarding  the  goal  and  objectives  of  the 
project 

h.    To  review  and  comment  on  project  findings 

c).    Td  assist,  as  requested  by  the  Project,  in  the  development,  of  proposals 
regarding  alternate  methods  of  EP3PT  services,  and  facilitate  successful- 
implementation  of  preferred  models. 

ARTICLE  II 

MEETING  OF  THE  ADVISORY  COMMITTEE 

1 .  The  Advisory  Committee  shall  hold  at  least  one  meeting  quarterly.  Other 
meetings  may  be  held  at  such  times  as  the  Committee  may  direct.  The 
Secretary,  or  appointee,  mil  notify  each  member  of  the  time  and  nlace 
not  less  than  thirty  (30)  days  before  the  meeting. 

2.  Subcommittees  shall  hold  at  least  one  meeting  during  each  quarter.  Other 
meetings  may  be  held  at  such  times  as  the  Subcommittee  may  direct. 
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A  member  of  the  project  will  be  assigned  to  each  subcommittee  to 
provide  staff  services.    The  subcommittee  staff  member  will  notify 
each  member  of  the  time  and  place  of  subcommittee  meetings  and  will 
be  responsible  for  the  distribution  of  minutes.    The  staff  member 
will  provide  whatever  additional  services  as  are  necessary  to  assist 
the  subcommittee  in  its  function. 


ARTICLE  III 


OFFICERS  AND  DUTIES 

1.    The  following  shall  be  officers  of  the  Board:    the  Chairperson,  the 
Vice-Chairperson  and  the  Secretary. 


2.    The  Chairperson  and  Vice-Chairperson  shall  be  elected  from  the 
membership  of  the  Committee  to  serve  for  the  term  of  the  Research 
and  Demonstration  Project. 


3.    The  Secretary  shall  be  the  Director  of  the  Research  and  Demonstration 
Project. 

h.    Other  officers  deemed  necessary  may  be  elected  by  the  Committee. 

5.  Vacancies  of  officers  shall  be  filled  by  election  of  the  Committee 
to  serve  the  remaining  term. 

6,  The  duties  of  the  officers  shall  be  as  follows: 


a.  The  Chairperson.    It  shall  be  the  duty  of  the  Chairperson 
to  preside  over  all  meetings,    The  Chairperson  shall  revise 
the  agenda  for  each  meeting  and  shall  conduct  all  business 
of  the  committee  according  to  the  By-Laws.    Special  meetings 
may  be  called  by  the  Chairperson  upon  request  of  committer 
members  and/or  Project  staff. 

b.  The  Vice-Chairperson.    The  Vice-Chairperson  shall  preside  in 
the  absence  of  the  Chairperson  and  shall  assume  such  other 
duties  as  designated  by  the  Chairperson. 

c.  The  Secretary.    The  Secretary  shall  record  and  prepare  accurate 
minutes  of  each  committee  meeting.    Notice  of  the  time,  place, 
and  purpose  of  all  meetings  shall  be  given  by  the  Secretary  or 
appointee  to  each  committee  member. 
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AR'n10LE  TV 


MEMBERSHIP  OF  THE  ADVISORY  COMMITTER 

1.    There  shall  be  a  minimum  of  2^  official  members  of  the  Committee. 
Each  shall  be  appointed  by  the  Commissioner  of  the  Texas  Department 
of  Public  Welfare  upon  recommendation  of  the  Director  of  the  Project 
and  the  Chief  of  the  Special  Projects  Bureau. 


2.    The  Chief  of  the  Special  Projects  Bureau  and  members  of  the  Project 
who  are  designated  to  staff  subcommittees  shall  be  ex-officio  members 
of  the  Committee  and  shall  serve  without  vote. 


3.    Vacancies  shall  be  filled  according  to  Article  IV,  Section  1 ,  above. 


ARTICLE  V 


OPERATING  EXPENSES 

1 .    Committee  members  who  are  not  employees  of  the  Texas  Department  of 
Public  Welfare  and  who  must  travel  long  distances  to  attend  meetings 
will  be  reimbursed  for  air,  train,  or  bi^s  fare,  or  for  automobile 
mileage  at  a  rate  of  .16$  per  mile  according  to  Department  of  Public 
Welfare  policy  and  procedures.    Other  expenses  (per  diem,  taxi,  etc.) 
may  be  reimbursed  if  these  are  allowed  by  policies  and  procedures  of 
the  Texas  Department  of  Public  Welfare  at  a  future  date. 


ARTICLE  VI 


AMENH1ENTS 

1 .    Amendments  and  revisions  to  any  part  of  these  Py-laws  shall  be 

proposed  for  adoption  upon  recommendation  of  the  Advisory  Committee 
provided  that  said  amendments  and/or  revisions  have  been  approved  by 
the  Special  Projects  Bureau. 


2.    A  majority  vote  of  members  present  at  a  meeting  shall  be  required 
for  the  adoption  of  such  amendments  or  revisions. 
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EPSDT  ADVISORY  COMMITTEE 


BY-LAWS    •  . 

APPROVED  BY  MAJORITY  VOTE 
AUGUST  10,  197.6 

ARTICLE  I 

PURPOSE 

An  Advisory  Committee  to  the  Dallas  EPSDT  Urban  Project,  a  100  percent 
Federally  funded  research  and  demonstration  project,  is  established  by  the  To; 
Department  of  Public  Welfare  for  the  following  purposes. 

1.  To  provide  interdisciplinary  expertise,  consultation,  and  coordination 
the  project  regarding:     health  and  welfare  services;  client  participati 
government  and  legislation,  medical  and  dental  services,  social  service 
and  health  education  as  these  relate  to  the  Early  and  Periodic  Screcnir, 
Diagnosis,  and  Treatment  Program 

2.  To  make  recommendations  to  local,  state,  and  federal  entities  regard  in;;: 
the  Early  and  Periodic  Screening,  Diagnosis ,  and  Treatment  Program. 

3.  To  secure  support  for  project  activities  by  interpretation  , to  local, 
state,  and  national  interests  regarding  the  goal  and  objectives  of 
the  project 

4.  To  review  and  comment  on  project  findings 

5.  To  assist,  as  requested  by  the  Project^  in  the  development  of  proposal: 
regarding  alternate  methods  of  EPSDT  services,  and  facilitate  success?  fi 
implementation  of  preferred  models. 

ARTICLE  II 

MEETING  OF  THE  ADVISORY  COMMITTEE 

1.  The  Advisory  Committee  shall  hold  at  least  one  meeting  quarterly.  Cthe 
meetings  may  be  held  at  such  times  as  the  Committee  may  direct.  Thf. 

•     Secretary,  or  appointee,  will  notify  each  member  of  the  time  and  place 
not  less   than  thirty  (30)  Jays  before  the  meeting. 

2.  Subcommittees  shall  hold  at  least  one  meeting  during  each  quarter. 
Other  meetings  may  be  held  at  such  times  as  the  Subcommittee  may  direct 
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A  member  of  the  project  will  bo  assigned  fro  each  subcommittee  ;<> 
provide  staff  service?.     Hie  subcommi  t  tec  staff  member  will  nr '.  i  f 
each  mcmber-of  the  tine  and  place  of  subcorarai  ttee  meetings  a;     vi  !  ' 
be  responsible  for  the  distribution  of  minutes.     The  staff  mer'vrr 
will  provide  whatever  additional  services  as  are  necessary  to  assist 
the  subcommittee  in  its  function. 


ARTICLE  III 


OFFICERS  AND  DUTIES 


Tiie  following  shall  be  officers  of  the  Board:  the  Chairpersnr  . 
the  Vice-Chairperson  and  the  Secretary. 


The  Chairperson  and  Vice-Chairperson  shall  be  elected  from  the 
membership  of  the  Committee  to  serve  for  the  term  of  the  Research 
and  Demonstration  Project. 


3.     The  Secretary  shall  be  the  Director  of  the  Research  and  Demon-  ' 
Pro  ioc t . 


A.     Other  officers  deemed  necessary  may  be  elected  by  the  Committc 


5.  Vacancies  of  officers  shall  be -filled  by  election  of  the  €on-.r.i»- 
to  serve  the  remaining  term. 

'i 

6.  The  duties  of  the  officers  shall  be  as  follows: 


a.  Th--  Chairperson.     It  shall  be  the  duty  of  the  Chairper- 
lo  preside  over  all  meetings.     The  Chairperson  shall  ■  vi 
the  agenda  for  each  meeting  and  shall  conduct  all  bu;  [■ 
of  the  committee  according  to  the  By-laws.     Special  v.u  -  :  .' 
may  be  called  by  the  Chairperson  upon  request  of  comm:  1 1 
members  and/cr  Project  staff. 

b.  The  Vice-Chairperson.     The  Vice-Chairperson  shall  pre: i cl 
the  .absence  of  the  Chairperson  and  shall  assume  such  oti;>-i 
duties  as  designated  by  the  Chairperson. 

c.  The  Secretary .     The  Secretary  shall  record  and  prepar<    aec  :?  ati- 
minutes  of  each  committee  meeting.     Notice  of  the  time.  pi. 

and  purpose  of  all  meetings  shall  be  given  by  the  Soir^tar-  >.- 
appointee  to  each  committee  member. 


471 


ARTICLE  IV 


MEMBERSHIP  OF  THE  ADVISORY  COMMITTEE 

1.     There  shall  be  a  minimum  of  25  official  members  of  the  Committee . 
Each  shall  be  appointed  by  the  Commissioner  of  the  Texas  Department 
of  Public  Welfare  upon  recommendation  of  the  Director  of  the  Projoc 
and  the  Chief  of  the  Special  Projects  Bureau. 


The  Chief  of  the  Special  Projects  Bureau  and  member'?  of  the  Project 
who  are  designated  to  staff  subcommittees  shall  be  ex-of f icio  m.er.be 
of  the  Committee  and  shall  serve  without  vote. 


3.     Vacancies  shall  be  filled  according  to  Article  IV,  Section  1.  abo'-v 

ARTICLE  V 


OPERATING  EXPENSES 

1.  Committee  members  who  are  not  employees  of  the  Texas  Department  of 
Public  Welfare  and  who  must  travel  long  distances  to  attend  meclir.;; 
will  be  reimbursed  for  air,  train,  or  bus  fare,  or  for  automobil 
mileage  at  a  rate  of  .  16c  per  mile  according  to  Department  of  Pub 11 
Welfare  policy  and  procedures.  Other  expenses  (per  diem,  taxi,  etc 
may  be  reimbursed  if  these  are  allowed  by  policies  and  procedures  •.) 
the  Texas  Department  of  Public  Welfare  at  a  future  date . 

ARTICLE  VI 


AMENDMENTS 

I.     Amendments  and  revisions  to  any  part  of  these  By-laws  shall  be 

proposed  for  adoption  upon  recommendation  of  the  Advisory  Conr.rif  tee 
provided  that  said  amendments  and/or  revisions  have  been  approved  b 
the  Specials-Projects  Bureau. 


2.     A  majority. vote  of  members  present  at  a  meeting  shall  be  required 
for  the  adoption  of  such  amendments  or  revisions. 
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